ol 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 45.99 9 
\7 CERTIFICATE OF DEATH Reg. Dist. No. “3 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission} 


oSTATE Ma ry land b. COUNTY ‘Carroll 


. ee ail 
- Carroll MARYLAND 


ineral director, 


afiar deoth: Poge 4 


2 ; b. re i ouhide corporote limits, write {c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limin, write RURAL ond give nearest town} 
= Rura Westminster 18 Years Rural, Nr. Westminster 
. d. WANE oF Foe ~ not in hospitol, give street oddress) | , d, STREET ADDRESS «. 1S RESIDENCE 
S x Westminster, Md. R. D. 2 Westminster, Md, R. D. 2 yes (] No 
& SANAEIor First Middle lost 4. DATE Month Oay Year 
3 {Type or print) Calvin : Albers orar 8611/13/59 19 
e S. SEX 6, COLOR OR RACE | 7. MARRIED EPNEVER MARRIED [] B. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Jost biethdoy} Min. 
Male White |weoweof] _—oworceo OD) | 7/28/1894 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign soar 12. CITIZEN OF WHAT COUNTRY? 


< during most of working life, even if retired) 
BB: Carpenter Bldg. all kinds | Cambridge, Md. U.S.A. 
y 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
IT Ezra Albers Rosa Milis 
.. WAS CeO U.S. ate roe 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
‘No sete ee tae Mrs. Calvin M, Attort » Westminster, Md, R.D.2 


INTERVAL BETWEEN 
TH 


PART I. DEATH WAS CAUSED BY: ONSET AND DI 


IMMEDIATE CAUSE (o] 


Then pleose remave carbon popers. 


the registrar prior to buriol, cremation, or remaval, ond in any event within 72 ho 


j , 


‘ DUE TO eC 
Conditions, if any, which eo Blea 
gove rite to immediote ; 

co¥se (o}, stoting the under. ( CUETO f A ) 0, rar, 
lying couse lott. @ haere 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 
ie wr ves] No [A 
SS eee 
20e. TIME OF INJURY Month, Dey, Yeor ]20d. INJURY OCCURRED — ]20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) {Stotey 
Hour o. m. While Not while foctory, sireet, office bidg.. el 
aan 19 Jot work [J of work E] 
7 


ns 13. 19:3. Fthat | last saw the deceased 
of 


25D, fram the causes and an the date pie above. 


ADDRESS (Street, city or town, stote} is SIGNED 
ACTUAL o— Wh; 
AEE bie lap etl Leo Wb BAF 
PHYSICIAN'S: 


cate has been signed by the ottending physicion ond completely filled in by | 


MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs 


the hospital or attending physicion. 


OR: After this cer! 
page 3 shauld be detoched far use as the burial-transit permit. 


i 


“paltinore Cows M o 
eS ; 
Buria Gulp Run Cemete Baltimore Co., Maryland. 
Ly RAL DIRECTOR'S ee ADORESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
iene) Ai:HAteA fy . Littlestown, Pas pate NOV 1 6 '59 C-ttua & Fone 


TO HOSPITAL O| 
moy be retaine: 
TO FUNERAL DI 


1 tem 20 Film 2oMAR) AND SAE DEPARTMENT OF HEALTH—BALTIMORE, 18 12393 
es 4 HE CAL EXAMINER’S CERTIFICATE OF DEATH 
35 CS 1224) ik Reg. Dist. No. 
23 2 AA |, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
3 8 2. CO ©. STATE b. COUNTY ‘ 
oy 5 f\ Carroll MARYLAND Maryland Balto.Cit 
E 3 Be B. CITY OR TOWN it oun expert nin wie BUEAL €. CITY OR TOWN (If autside corporate limits, wit RURAL ond give nearest town) 
int Sykesville Baltimore 2V0 
. ~ __, .= | 4: NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street addrens} i. STREET ADDRESS @. 1S RESIDENCE 
ae 2 5S “ ON A FARM? 
see ; Lel. a ospital 2233 Pennsylvania Ave. vesE) NODE 
33 = 8 3. NAME OF First Middle 4 DATE Month Doy Year 
>b8% (ake William Sunil beara Sones ee 1959 
& 2 $ 2 5. SEX 6. COLOR OR RACE |7- MARRIED [-] NEVER MARRIED [X| 5. DATE OF BIRTH 7 ASE tere FUNDER 24 RS, 
cst 

Pa i [ White _|woowor) snort | April 22, 1698 | “61 “'ve ft Dom | Heo i 
8a oF SUAL OCCU a 1 
3 z 3 Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
eroag None Maryland U.S.A. 
ie a = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Sgu : George L. Amend Mary Cecilia Gilmore 
zee 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address: 

coe (Yea. no, oF unknown) | IIt yes, give wor or dotes of service) F " 
£ aoe No is Springfield Hospital Records 
= 3 = 18. CAUSE OF DEATH [Enter only one cause per line for (0), {b), ond (c).] BNTERVAL BETWEEN 
Bees PART I. DEATH WAS CAUSED BY: : : 
27 3 ‘si IMMEDIATE CAUSE (o) __Hypostatic bronchopneumonia Days 
g222 if 10u, 7 DUE To 
gis Conditions, if any, which Fracture, neck right femur 18 da 
23 oS gave rise to Immediate cause 
3555 (0), stating the underlying( DUE TO 
2 ea ES cause last. Ce 
283 Zz PART II OTHER arene oor CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I(l]19. WAS AUTOPSY 

25 2 eficiency. 
e303 5 Epilepsy with mental deficiency. YER) NODE 
BREs ab Hoa, EXTERNAL ores 1 [20 DESCRIBE HOW muURY OCCURRED. (Enter nature of injury in Port Tor Port I of item 1B) 
Zy sz D | CSRererives Fell to floor 
eee , |S [206 TIME OF INJURY Month, Day, Yeor _[20d. INJURY OCCURRED. 200. PLACE OF INJURY (Home, form, {20K (City er town) (County) (Stole) 
Ye Be Ilo 18 Hour 9, m, While Not while ¢ factory, street, affice bldg., etc | 
fie g ae al 9 Soltwerc] cect] Hospital ' Sykesville Carroll Md. 
S22 é 21, I certify that | took charge of the remoins described obove, held on Autopsy [_], Inspection K], Inquiry FR), ond find thot 
. 528 deoth resuljeq from: Naturol couses Jah Accident w Suicide [], Homicide [], Undetermined cause [[]. 
Z5UF { 

290 

52 
®: 2 sSNA oy of Me! aM tz tap, CHIEF MEDICAL EXAMINER [] DATE, 
8 Bee oe ASSISTANT MEDICAL EXAMINER [_] 
Bees e J meqy)__James T, Marsh, M.D. DEPUTY MEDICAL EXAMINEOE] 11/23/59 
aziz S To. ay  GRERATION, [22b, DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, oF county} yan 

Bae y 
ay > FUNERA am ile AP tet Ae et Lie Lup Li 

UNERAL DIR $5 RE ‘2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

VS. ATSME(5) D> ( ae - 


$M 97/55 = : J 4. 4 OTL cate NOV 27°59 am 


—_ 


= vs 
& Fad Ml 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
ee a. o b. COUNTY ’ 
Sees Carroll baa sah Maryland Baltimore City 
ES x o b. CITY OR TOWN (If autside corporate limits, write c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give neares! tawn) 
2 2 a RURAL and give nearest tawn) A f 
» 2 Sykesville 8 yrs. 11 da. Baltimore 5, Maryland 3VOf 
= {3 2 d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
. =e = OR INSTITUTION ON A FARM? 
Pee Fe) Springfield State Hospital 811 N. Bradford Street ves] NO 
° ec 
= > 3. NAME OF First Middle Lost 4. DATE Manth Doy Yeor 
~~ Ue DECEASED Es OF 
® 23 iivestanacint Louis Herman Appel beatH November 25 1959 
= a8 5. SEX 6. COLOR OR RACE [7. MARRIED [[] NEVER MARRIED [(] | B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Se ae Mal ah owen ovorctoo] | June 12, 1867 hotee Months] Days | Hours | Mil 
yes ale White WIDOWED 2 yrs. 
ie 
3 Ea: 10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 ges during mast of warking life, even if retired) 
f ved Tailor - Maryland U.S.A. 
g oB & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
gs 
© oo 8 
B Ber Edward Appel Mary Hamel 
a & 6 3 5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= a E te (Yas, no, oF unknown) {If yes, give wor o¢ dates of service) 3 «3 
8 fk No | - = Svringfield State Hospital Records 
hen Ee 
8 2 Be 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c).] INTERVAL BETWEEN 
Or feagors PART |, DEATH WAS CAUSED BY: = 
2 i" ce IMMEDIATE CAUSE (a) Bronchopneumonia days 
= £8 LG / x DUE TO 
a = $ ¥ 
5 i / 
a, MoE / Gonditians, if any;"which 
ee ‘ Bnew (b) 
3 BES gave rise ta immediate 
See couse (a), stating the under: ( DUE TO 
mune , 
Te%=V lying cause last. ‘a 
= & w = 2 
3 ig 8 5 2 ra Paar Il, OTHER SIGNIF{CANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. ia ea 
SeoFa = Hy : : : 
eases Os Senile psychosis, simple deterioration ves] No] 
= g 
rigiges 8 & | 202, ACCIDENT WAS UNDERLYING [1 _]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port il of item 1B.) 
A gags | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Zstes § |fec. TIME OF INJURY Month, Doy, Veor |20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 1 20F. (Cily or town) (County) (State) 
5% 2s a Hour 0. m. While Nat white factary, street, office bldg., etc.) . 
z-2 3 6 g p.m. Ww ot wark ([] ot work [7] i 
Oase e 
rd S55. 21.1 certify that | attended the deceased fram_May 9, , 19.58, toNovember 25, 1959.that | lost saw the deceased 
oo - 45 My Mrem the causes and on the date stated abave. 
@ Bo ‘ ADORESS (Street, city or town, state) DATE SIGNED 
es i 
SC os ACTUAL te 1G Springfield State Hospital 11/25/59 
wow So SIGNATUR Lil + mo, pringiiela otate nos pital i d/eafo7_ 
Oesva _ 
Z28a8s PHYSICIAN'S: 
aizs2 | [emus bustin delCampo, M.D. Sykesville, Maryland 
BS 3 ¥ 2 Tia. BURIAL, CREMATION, ‘Yi. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (State] 
>> Bs i 
zee ge Sure Nov.28/59 Mt/ Carmel Ce’ Balto. Mde 
=e 23. FUNERAL DIRECTOR'S. SIGNATURE soy ZOwG ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS A15 (4 Va te Ait i j raey G dn 
1M 9758. 2 AOU, eee Sma DOLD J vate NOV 3.0 '59 Oathua 2 ¥, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


— “ CERTIFICATE OF DEATH 


nog. ow LOIS 


@ 


TO FUNERAL DIRECTOR: After this certi 


that the death certificate be executed within 24 hours after 


ires 


TO HOSPITAL OR 
may be retained! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12639 CERTIFICATE OF DEATH 


1 yi cE OF DEATH y 2 cea RESIDENCE (Whgfe deceased lived. 
°. o. STATE 
MARYLAND ,, 
LLL LLL CLA 
& Fae STAY IN Ib c. CITY OR TO! outsie 3, rite RURAL ond give nearest town) 


oi 


483898 


mn: pe before admission) 


. 
- 


bestifed with 


Xx 
= ZI : LOY 

is Ais OSPITAL (If not in hospital, give street oddrefs) ja. STREET ADDRE: e. 1S RESIDENCE 

“ K * OR INSPHUTION ON A FARM? 

~ 

5 ves TF] NoPE 
5 3. NAME Middle Lost Month Doy Year 

- beceastD ; 

; Louse LES AKLIS. as ZY 357 
iy S. SEX 6 COLOR OB RAGE [7 MARRIED al NEVER MARRIED [7] |® OATE OF fer 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 
= / lost birthdoy) [Months] Days Min, 

4 i) 4 Zi > |wipowed (] bivorceo [] ye. 

a Toa. USGAL OCCUPATION (Give Lind of work done 10b. KIND OF BYSIYESS OR IN i: arin (Stole or cf jgn country) 

g Zring most of working life, even if retired) IS, 

s (pice apes 

8 13. FAYGER'S NAME 14. MOTHER'S MAIDEN N. 

5 < 


cal VE OL ag 


1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT 
4 


fer 
Address aw, 
(Yes. 6, oF untnown) Ut yer, give wor oF dotes of tervice) p vid WY caf fp E, 
a /: (. Mba Et feel = fa f-1 
18. CAUSE OF DEATH [Enter only one couse per = for (0), (b). ond (c)-} ‘ R 


om 
7 
PART |. DEATH WAS CAUSED BY: ? tthe, 
IMMEDIATE CAUSE (0! 25 


ficate has been signed by the attending physician ond campletely filled in by 1! 


INDING PHYSICIAN: The law requ 
| ar attend 
i 
page 3 shauld be detached for use as the burial-transit permit. Then please re: 


UO DUE TO 4 n 
Conditions, if ony, which Af Qnlero selhlogig Ats. 
gove rise 10 immediote 
couse (0), stoting the ynder. ( CUETO i 
" lyi i 
§ ying couse lost. te) Ou 1 
‘g FS Past Ul. OTHER SIGNIFICANT CONDITIONS CONTR@UTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. WAS AUTOPSY 
hy = 
2 6 5 yes] No nm 
= = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
§ & | OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 
& [20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
; a Hour o. m. While Not while factory, street, office bidg., etc. 
3 = p.m. 19 lot work [] ot work CJ t 
= 21. I certify that | attended the deceased from._ ry LRA Sey) Me ZY.,19.FZ.thot | lost saw the deceased 
2 
Fy olive on. £44. Gonna wAf..e ond that deoth occurred ot_ ya aM, fram the causes and an the dote stated abave. 


‘ADDRESS (Street, city or town, cw; s DATE SIGNED 
NUthee Saree Dect arr uo 32 Cabal fl cake Pps  Kephadanhe Md = 
‘ 

ems A Sani Okad man _ . 

‘Zo. BURIAL, CREMATION, OL OLEF | NAME OF CEMEZERY OR €8 = Tid. LOCALIGN (City. town, gy founty 9 
REMOVAL Luts oy Sib 

aes?” 7. a4 LY LPLLE: Be cg. fp; EMAIL 4 Wn fief) 

ADpsies: 7 


Ai pas fi s 2da. REC'D BY RE CSTRAR ‘Dab. REGISTRAR'S SIGNATURE 
ene ae ELE HL. oheey Bed DaTEOY 3.0 59 Clattun £ Kawa 


~~ 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs al | death. 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ie 2396 
22433 CERTIFICATE OF DEATH 


Reg. Dist. No. 


with 


3 Ry Mer petia dali ze See (Where deceased lived. If institution: Residence before odmission) 
2 oo. 0, STATE b. COUNTY 
3. ii Ca YI oO] 3 Ce MARYLAND 4 
ar] o b. CITY OR TOWN ([f outside corporote limits, write jc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
34 RURAL ond give nearest town) x 
2 Th 4 s 4 
eo ra Iniontown 3D yea. 
a d., NAME OF HOSPITAL {If not in hospitol, give street address) a d. STREET ADDRESS e. IS RESIDENCE 
~4 x OR INSTITUTION / ON A FARM? 
a eae - 
2 Uniontown Road Mads sie! 
°o 3. NAME OF First Middle tost 4, DATE Month Doy Year 
- DECEASED © = i 2 OF 
s {ype orient Helen Louise Berkemeier} A" November 2 195 
3 5. SEX 6 COLOR OR RACE |7. MARRIED [Z] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
s noe ‘ ¥ 2 lost birthdoy) [Months] Days | Hours Min. 
Female White _|wwowenQ — owvorceo | fr ary 27,1880 79 


10a. USUAL OCCUPATION (Give kind of work done! 
during most of working life, even if retired} 


ou wit 
owa],.13. FATHER'S NAME 


0b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign country) 


14. MOTHER'S MAIDEN NAME 


12. CITIZEN OF WHAT COUNTRY? 


{ | ) Frank Schlegel Abell ygacrt 
\ WAS DECEASED EVER IN U. 5S. ARMED FORCES? a ITY fs INFORMANT * Le y 
pre eae Nae hee cee [age SEGA NO Uniéiftown, Ma. 
iL-_Ne | None IM. i erken Ini wm _F 
18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (ch. INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED 8Y: . ONSET AND DEATH 
a ol IMMEDIATE CAUSE (o [ae lar. Sig 
4.43% DUE TO 


Then please remave corban popers. 


The law requires that the death certificate be executed within 24 haurs offaddeath. Page 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by 


< 
3 
. 
. 
+4 
‘S 
2 
5 
2 
g 
c 
£ 
$3 
rs 
$s 
s 
© 
£2 Conditions, if ony, which re 
Eo gove rise to immediote 
gc couse (o}, stoting the under- ¢ DUE TO 
g%s2 lying couse lost. © 
thoes a Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
SoOFo ple 
2, 3 3 2 5 ves(] No] 
a Oe 3S = | 200. ACCIDENT WAS UNDERLYING L]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
See. . & | OR CONTRIBUTING L] CAUSE OF DEATH 
aeees G | UF EITHER, NOTIFY MEDICAL EXAMINER} 
Sstss G ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20F. (City or tow: (County) {Stote) 
>o 23 a Hour o. m. While Not while foctory, street, office bldg., etc.) ‘ 
ap 5 5 = pom. 19 lot work [J] of work [J ' 
"a = VY , 
Zz 3s 21. | certify that 1a leriged the deceased fram... FLA LFF, 19. tlle 2 he oa 19___,that | last saw the deceased 
oc 2 : 
Zeg8s alive an______ UWLLABL SF 9 , and that death accurred ae 22 Py, fram the causes and an the date stated above. 
@ Bo ‘ —— ADDRESS (Street, city or town, stote) DATE SIGNED 
re ACTUAL HA, pe 
a 85 | | [SIGNATURE TO ies R binrtrn Mo. os Dl heybhao’. Dae ILS thx 
Ocara ] 
22525 PHYSICIAN'S , < act 
Reses NAME (Type)_}i , RObertson, ND. ew Windsor, (NG. 44 | 3 
z 3 
BSeo D 720. BURIAL, CREMATION, | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) {Stote) 
g > Ss _ REMOVAL (Specify} 
S att 
o fot 
= 


1 ; ec,2 9 id Ridvee Bemetery Soi-scws Mad 
23. FUNERAL DIRECTOR'S SJGNARURE pps ni 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S ge oe 
VS AIS (4) f (7 y/ Zed 1 Otho J. CoA, 
1s 9/38 A SLABAEH A P ax fa Vi Atiavld 2 |r DEG 3 09 


oll 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 42397 
CERTIFICATE OF DEATH spabrds. 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. IF jan: Residence befare admission) 
a, COUNTY a. STATE b. COUNTY j 


Carroll pia ah Carroll / 


'b. CITY OR TOWN (IF autside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (if autside corporate |i » write RURAL and give nearest tawn) 
RURAL and give nearest town) 


e 12 days Baltimore , Maryland BV 


IOSPITAL (If nat in haspital, give street address) d. STREET AODRESS. fe. IS RESIDENCE 
ON A FARM? 


OR INSTITUTION 
‘ State Hospital 3809 Oakford Ave., Apt, D, ves E) NOX 
. NAME OF First Middle lost 4. DATE Manth Day Year 
DECEASED | OF 
(Type or print) Jose (Dortch) Bortch DEATH 11 id 19 59 
5. SEX 6 COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [XJ | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
| lost birthday) News| Days | Hours] Min. 


male white —|wiooweo) —_ovorceo'f} 2/9/18 Al” 


100. USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar fareign country} 12. CITIZEN OF WHAT COUNTRY? 


during mast of warking life, even if retired) 
none Maryland USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Max Dortch Jenny Tublan 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL es: TY NO, INFORMANT Address 


ae.) Records Springfield Hosp. Sykesville, Md. 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a}, (b}, and (c}.} INTERVAL BETWEEN 


PART. OFATH Was Att-caus ja. Bronchopneumonia days 
‘tx DUE TO 
Canditians, if ony, which «__Uremia due to subagoute glomerulonephritis agys 
gove rise to immediate |. 


cause (0), stating the under- 
lying cause last. (¢) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. Rah SHA al 


behavior disorder; conduct disturbance. ves] NORK 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor [20d. INJURY OCCURRED —|20e. PLACE OF INJURY {Hame, farm, | 20f. (City ar tawn) {County} (State) 
Hour a.m. White Netwhile foctary, street, office bldg., etc.) | 
lat work [] at work 


i 
21. | certify that | attended the deceased from._...11/2/59.__. 19..... to_11/7/59 ____ 19.__,thot | last saw the deceased 
alive on_ 11/7/59 _, and that death accurred at 3355 Reh sm the causes and an the date stated abave. 


w. ADDRESS (Street, city ar tawn, state) DATE/ SIGNED 
ACTUAL 7 5 ¢ 
SIGNATURE .D. rf fe 


PHYSICIAN'S 
NAME (Type)__ Francesco Magro, M.D. 


‘Za. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY. Tid. LOFATION (City, town, 1 State 
BURA CREAT 2 : ae ie ORC! fo} Vi2t wn, Te 'y) 2, (State} 
[Petrrhe| Ul AOL AL “t Lincs 


23. FUNERAL QIRECTOR'S SEPUATURE on ADDRESS / 240. RECR YRS AAD 2db, REGISTRAR'S SIGNATURE 


lek fen Me... 2100 Creda) ble e Cnthin fica 


death. Page 4 


a 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


Pages 1 and 2 shauld be filed with 


after death. 


Then please remave corban papers. 


, cremation, ar remaval, and in any event within 72 ho 


nding physician. 


MEDICAL CERTIFICATION, 
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By the hospital ar a 
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may be retaine: 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar ta buri 


TO HOSPITAL O} 


ga 


death. Page 4 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs of 
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TO HOSPITAL O; 


coll 
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been signed by the attending physician and campletely filled in by the funeral directar, 


the haspital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 - 
42413 CERTIFICATE OF DEATH 12398 


Reg. Dist. No. 

e Secledin lg taly ms, Ps lure ed (Where deceased lived. If institution: Residence before admission) 

2 Carroll maRYLAND || * Maryland’ °''" — Balto.City 

b. Snes TOWN (IF — cptuaile limits, write cc. LENGTH OF STAY IN Tb . CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 

sgl grmaaceeu torr! 
SSH ITIS 33 years Baltimore 3Vo! 

d. OR WSTITUNON {If nat in haspital, give street address) d. STREET ADDRESS e. Ne PARME 

spring? $1d State Hospital 4 Chestnut Hill Ave, ves] Nox] 
|. NAME OF First Middle lost 4, DATE Month Doy Year 

DECEASED OF 

(ype or print) Nellie Ne Boughner ceatH == November 2 19 59 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED PX] | 8. DATE OF BIRTH 9. AGE {in pear IF UNOER 1 YEAR| IF UNDER 24 HRS. 

ost prihe ; : 
Female White wioowlo] —oworceo | February 16, 188 Bi 7) [Months] Boys | Hours 


“10a, USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


desing most of war! ing life, even if retired) 
Hou 


sewor. - Maryland U.S.A. 
3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Daniel Boughner Mary N. Nicholson 
15. WAS DECEASEDEVER IN U. 5. ARMED FORCES? ie SOCIAL SECURITY NO. INFORMANT Address 
(Yes, 00, or unknown) UF yes, give war or dates of service) 
No | - - Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! Far_ adv, b 
CORK DUE TO 
Conditions, if ony, which (o) 
gove rise to immediote 
couse (0), stoting the under. ( OVE TO 
lying cause lost. ( 
ra 8 nts Il. QTHER SIGNIFICANT SotLOne CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} | 19. a Mes etl 
- + 
5 chizophrenic reaction, paranoid type. vSD) NO DE 
& 20a, ACCIDENT WAS UNDERLYING 1) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
& [OR CONTRIBUTING [] CAUSE OF DEATH 
© [IF EITHER, NOTIFY MEDICAL EXAMINER) 
re 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 208. (City or town) (County) {State} 
3 Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= pom. 19 lat work [] at work t 
21. | certify that | attended the deceased fram_tarch 7, 19.55_, tallovember 2,., 1959,that | last saw the deceased 
Py 9 
alive on_November 2, pee © , 199, and that death occurred ot 1: 15RM fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
stn te hel Ons wo. ... Springfield State Hospital _11/2/59__ 
/ 
Rises Agustin delCampo, #.D. Sykesville, Maryland 


22a. BURIAL, CREMATION, 


pels Mb. DATE THEREOF ‘Yc, NAME OF CEMETERY OR CREMATORY 
Ap pec 


145/59 Rock Creek Cemetery 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS WH as oie . C ry 
We 


The S.H,Hines Co,-2901 ith St., 


22d, LOCATION (City, town, or county) {Stote) 
Washing ton,D. Cy 
2da, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


pare NOV 4 '59 | Chuthen f. Pama 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
32414 CERTIFICATE OF DEATH Rr 


= 


~ £ 
% “te if PiAcei crit DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Retidence before admission} 
7 x ag ahy) cf Maryland iy font: 
< Mi b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g RURAL ond give neorest town) 
Be) re saw a 
4 3 ville Tmth: DebbesoxX GLEN ECHO HEIGHTS, /> xX. 2 
a Z d. Pea hata (IE not in hospitol, give street oddress) d. STREET ADDRESS. ets (eeipenes 
sy a ON A FAI 
n ,& 4 === 6103 WALHONDING ROAD 
oh go! Springfield State Hospital ves 0) NO EE 
£ 3 3. NAME OF First Middl 4. DATE Ye 
x Br DECEASED ip: aii Lost on Month Day ear 
see (ype or print) Celestenia Serena Brady beard Nov. 28 59 
= 2 S. SEX 6 COLOR OR RACE 17. MARRIED [_] NEVER MARRIED [7] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= 2 i dap Months Days | Hours | Min. 
a Female White —_|wioowen oworceo] | 5a1=72 fea 
2 10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 during most of working life, even if retired) 
g Housewi Own, home Washington, D.C. U.S.A. 
zg |AME 14, MOTHER'S MAIDEN NAME 
2 
8 elix Salte | Crippen 
= §. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


0, 0 unknown) | (If yes. give wor or dates of service) 


none. 
18, CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (€).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


4“ 20. DUE TO 
Conditions, if ony, which »__Arterio Sclerotic Heart Disease 


gove rise to immediote 


Then please remave carban papers. 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


The law requires that the death certi 


couse (0), stoting the under: ( CUE TO 
§ lying couse lost. (©) rears 
2 é Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
ra ce] 
< ) s Yes &]} NOG] 
re = 20a. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
zs & |OR CONTRIBUTING LJ CAUSE OF DEATH 
ca & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
23 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
+5 rf Hour 0. m. i i factory, street, office bldg., etc.) | 
25 rat 19 [While Not white { 
as = p.m. lot work ‘of work 1 
2% " = = 
a 21. | certify that | attended the deceased fram/2./_2 5 WEL, to LLL 2 , 195 Z that | last saw the deceased 
a2 —< : 
Ze alive one f2 Pate e:. eN 192-7, and that death accurred at.222. 2M, from the couses and an the date stated obave. 
~ 


ADORESS (Street, city or town, stote} DATE SIGNED 


® 


ine 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral director, , 


fy Ya 
SeWATURE 1( arts »¥a i OE 
PHYSICIAN'S 


NAME (Tyee)__Franceace Magro 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) {Stote} 


BUPYEAY SP" 11 2/2/59 IPARKLAWN CEMETERY MONTGOMERY COUNTY, MARYLAND 
js sh Dg al Inc, ST ive SPRING 5 MD. 24a. REC'D BY mo5g ‘2db. Sa a ne 


z VA | Stl): pareDEC 1 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL 0 
may be reta 


& 
> 
a 
= 


OLUT 


SM 9/SB 


leath: Page 4 


@ 
Pages 1 and 2 should be 


in 24 hours off 


that the deoth certificate be executed wi 
Then please remave carbon popers. 


jires 


ENDING PHYSICIAN: The low requ 
he haspital ar attending physician. 


6 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in by 1! 


the registror priar to burial, cremation, ar removal, and in any event within 72 haurs ofter death. 


poge 3 shauld be detached for use as the burial-tronsit permit. 


TO HOSPITAL ©} 
moy be retain 


VS AIS (4) 
15M 10/57 


© 


LEK. 


x 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12 CERTIFICATE OF DEATH 12460 


Reg. Dist. No. 
1. PLACE psa DEATH és ? anrptl 2. USUAL RESIDE (Where 
. COUNTY MARYLAND 0. STATE 


ned jived. If institution: Residgnce before odmision) 
b. COUNTY “A4I Ae 
b. CITY OR TOWN (lf ovtide sorpagets limits, write [¢. LENGTH OF STAY IN 1b ©. CHY oes (! oy <prpo’ jes write RURAL ond give nearest town) 
nd give,neorest town) - 
Dayle s ll Me U7 Grr. ; 
d. NAME OF HOSPITAL ons not in hpspitol, t oddress) 7 d. og 7 C e. 1§ RESIDENCE 
OR Ly at ome ; 7 Ze ON A FARM? 
4 ves[] NO 


3 ee SF First 2 Middle 4. eae Month Day Yeor 
fies orient Maar ie ze 3) Lplarrue StatH “/ 13 994 
5. SEX —_ 6. COLOR OR RACE | 7. MARRIED [|] NEVER MARRIED. (| 8. DATE OF BIRTH 9. AGE {I9 years WF UNDER 1 YEAR| IF UNDER 24 HRS 
i thdo; ; ee 
wivowen (G% oworceoQ | Cer Ly E72) ‘3 ie 1} | ents By Hours | Min, 


10a. USUAL OCCUPATION (Give kind of work vhs 10b. KIND ie; BUSINESS OR INDUSTRY | 11. wares {Stote or we in Batak. 12. CITIZEN OF =. 


during most of oesee fe, even if retired} 
Sane 4 
13. FATHER'S, are 14, MOTHER'S tahg lane 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INI (ANT ’ Address y 
ela L,Y cy & ee 


(fer, no. 9¢ unknown} | UF yea. give wor or dates of servicel 
18. CAUSE OF DEATH [Enter only one couse per ling. for {0}, (b), ond {c}-] INTERVAL BETWEEN. 
J ONSET AND DEATH 

PART t. . DEATH WAS CAUSED BY: 


a tn 


— 


IMMEDIATE CAUSE (0). 
Ley Xx QUE TO ) 
7 
Conditions, if ony, which ‘ Ki ome ¥Y frp, 
gove rise to immediote DUE TO 
couse (0), stoling the under- ae 
Iving covse tos, F ol evar we 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 1 ek DISEASE CONDITION GIVEN IN PART 1(0)/19. a ele 
A Che En‘ sey a vs O ig al 
200. ACCIDENT WAS UNDERLYING (]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING DD CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) Ln ad 
fae. TIME OF INJURY “pa Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, many 1 20F. (City oF town) (County) (State) 
haat aha bose Sek ot et foctory, street, office bidg., 
p.m. jot work [] of work [] ae Hi 


21. | certify that | attended the deceased fram.__. Tee Gs... NOs tases ae A ~c-65., 19 19. 2Z.that | last saw the deceased 
alive on. £2 -#. ged on fy, , and that death accurred a} |e HA MA, fram the causes and an the date stated above. 


fi 3 city 
ACTUAL a Gast fee, la 
ste Vana eats ches 
, 

PHYSICIAN'S 
NAME (Type) Sa ue: ie 4 fan 
es eee 
Ro. BURIAL Pras Mb, DATE =a 7c. NAME OF Ess Of, ChEMATORY 72d. LOCATION (City, town, ah (tore) 

MOVAL press BA Ae Lf! 

ae LP A4é- ge ECOL AN d : 


MEDICAL CERTIFICATION. 


jOR'S son RE . ig SS 


za“ a eg S ma 2b, REGISTRAR'S SIONATLURS 
LELTE VE ZZ, /. Yeee. Pum Gpleoalle,y foarte NOV 15 09 


ssary, please exe- 
Page 4 shauld be 


a 


File pages 1 and 2 with the registrar prior taburial, cremation, 


4 


= 
© 
7° 
~ 
e 
oO 


ftem 18. Give Pages 1, 2, and 3 ta the funeral 
form PM3. Page 5 may be retained for yaur file: 


AL EXAMINER: This certificate should be executed within 24 hours ofter decth. 
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TO DEPUTY 
cute the ci 
‘ar removal. 


VS. AISME(5) 
5M 9/55 


W 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4 
EDICAL EXAMINER’S CERTIFICATE OF DEATH ar ] 2 405 
}s ist. No. 
1, PLACE OF DEATH = 2, USUAL RESIDENCE (Where deceated lived. If Institution: Residence before ay 
‘ Carroll mamnano |} SSE Maryland pee Allegan 
b. ciry ek TOWN ur ouhida corporate limits, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate fimits, write RURAL ond give nearest town) 
Syke sville Syrs.8mos.17da Flintston: é = 
d, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS ° Re ean 
Springfield State Hospital None ves) NOTE 
3. pete First Middle Lost 4. OATE Month Doy Yeor 


(Type or prin!) Helena Frances Bucholtz: dete =November 19, 1959 


5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED KK] 8. DATE OF BIRTH 9: AGE vieg UE UNOS VERS) JF neat CHEE: 
d 36" Min. 
Female White wiooweo] — oworceo) | May 23, 1921 yn. 


12, CITIZEN OF WHAT COUNTRY? 


U.SAe 


11, BIRTHPLACE (Stote ar foreign country) 


es ISUAL Spee a set wate done] 10b. KIND OF BUSINESS OR INDUSTRY 
nan vated) 
Housework? bce Maryland 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Unknown Minnie Stickley 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 


17. INFORMANT Address 


(Wes, 0, pt unknown) {If yes, give war or dates of service) = a 
‘Yo “lh Springfield Hospital Records : 
18. CAUSE OF DEATH [Enter only one cause per line for (a}, (b}. ond (c).] : anftevat eee 
PART |. DEATH MCOIAtE Cat (o) _ Bilateral aspiration bronchopneumonia 
49 ix DUE TO 
Conditions, if any, which 0) (Final diagnosis to be determined ie 
gove rise ta immediole couse . 
{a}, stoting the underlying( DVETO cological studies.) ’ 
couse lost, al (0 
z. ie OTHER SI See) FONDITIONS CONTRIBUTING JO DEATH BUT NOT RELATED TO THE TERMINALDISEASE Ci ITION GIVEN IN PART I(a)|19. WAS/AUTOPSY 
ie] Psyc oneuro isor er, aiety reac ON. PERFORMED? 
5 ves] Not] 
= 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port 1 or Port 11 of item 18.) 
& | PRIMARY LJ or CONTRIBUTING C] 
& | cause OF DEATH. 
3 20c. TIME OF INJURY “Month, Day, Year 20d. INJURY OCCURRED [200. PLACE OF INJURY (Home, farm, 1 20F, (Cily or town) (County) (Stote) 
a Hour og. m. While Not while factory, street, office bidg., etc.) } 
= pom. i ot wark [J ot work [1] H 


21. 1 certify that | took charge of the remains described above, held an Autopsy {J, Inspection [KJ], Inquiry [X, and find that 


death resulted from: Natural causes The Accident Suicide [], Homicide [[], Undetermined cause [1]. 
ACTUAL Ud ut Kade mio, CHIEF MEDICAL EXAMINER [] peas 


ASSISTANT MEDICAL EXAMINER Qo 


NAME ( James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER fi] 11/20/59 
Te. BURIAL all Zp. DATE THEREOF | ae. NAME-OF CEMETERY OR GREMATOR— 22d. LOGATION (City, Jowg, er coun 7 _.__{5}ole) 
; 
fees: [part nF Leiore Mad, LD aggibeadle, Incl 


2da. REC'D BY REGISTRAR GIBTRARS SIGNATURE 


oATE NOV 25 '59 actin £ 


eae og 
1 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9 4 ty) 
12417 CERTIFICATE OF DEATH Reg. Dist. % aoe 


=i 


Min. 


sx 

3 5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived, If inttution: Residence before odmi 

£3 oc, ey, MARYLAND b. COUNTY ibe , ‘i 
= hae EL 

iy b. CITY OR TQWN (if outside corporate limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If eutsde corporae timihs, wrile RURAL ond give nearest town) 

s a RURAL ang/give ngurest town) 4 rey 
S (fa Ape tt, O22: c= 

} *g d. AOSPTAL (If not in hospital, give street oddress) y d. STREET ADDRESS e. IS RESIDENCE 
3 x Oe INSTPOTION ON A FARM? 
2 ves [] NO Sa 
° 3. NAME OF First Middle low 4. DATE Month Ye 
= DECEASED wee . : . pa jon Doy or 
A (Type ar print) OMA A y b Af ke eC. OEATH Ltr ; 
8 5. SEX 6. COLOF Of Race |7. MARRIED LI NEVER MARRIED [-] | B. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HR 
f ig 
Viti, Z, wipowed BE oivorceo (J | Ay ugust_ 31 2 1901 


taj fr 
2 el ald 


. USUAL OCCUPATION (Give kind ae work done! 10b. KIND OF BUSINESS OR Sua aa 11. BIRTHPLACE (Stote or foreign country) 
using meat of wording life, even if retired) y, Z 


12. CITIZEN OF WHAT COUNTRY? 


Ai Si As 


GREALEL 
14. MOTHER'S MAIDEN NAME 


rick, AIL, eHtle. 
13. FATHER’S. iE % 
mk | Beth Poin C. Cutsail 


I 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. Wipe Address yf FS 


aimee | tmenmrewnsemt on 01 260 1 L Beek. set — 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b). and (c).] INTERVAL BETWEEN 


; : r ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: ay, a Mp 2 4 j 
IMMEDIATE CAUSE (o)_\__f/ Lt 94 - Lhe igor a ny. ST ee hehetire 


Lf DUE TO J93S 5 


Conditions, if any, which wo Art fihegec , Cértonuse ek ay i, 


a 


( 


Then please remave carbon popers. 


that the death certificate be executed within 24 haurs oftey death: Page 4 


> 
a) 
3 
7° 
ah 
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re] 
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5S 
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o> 
oe 
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cs 
> 
re) 
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res 
permit. 


the registrar prior to burial, cremation, ar remaval, and in any event within 72 haurs after death. 


gave rise ta immediate 
couse (0), sloting the under. { OUE ro 


5 
g¢ lying cause lost. - 
Qez 
z ig 3 5 z Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. Byte: AUTOPSY 
Boers se ERFORMED? 
2 : l= 
gas $ v5) NOC 
vite 2 & [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port I of item 1B.) 
see & | OR CONTRIBUTING DJ CAUSE OF DEATH 
Zeg2 & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
$s56 S [20c. TIME OF INJURY Month, Day, Yeor [ 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (tote) 
Sgce 6 Hour 0. m. While? Rae ihite factory, street, office bldg., ete.) 
zs 2 p.m. 19 lat work [C] ot wark 
° 
g $85 21. | certify that | attended the deceased froamy et 19, 1932 10 7 19.__.that | last saw the deceased 
a o 
$s 3 ative Gite ew 5 dea 1994, and that death accurred at_£¢.C.M, from the couses and on the date stated above. 
gies - fs ADDRESS (Street, city or ae stote) DATE SIGNED 
uo 
ACTUAL 2 Le 
2 3 J SIGNATURE 4k Mo. ne “aw L. wh LM BSF 
et 
2243 PHYSICIAN'S ‘ 7 
= 2 NAME (Type) HALL SVhepiske. MP, See re 
FA e ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (State) 
& Specify 
3 g pert {itera 19 Providence Cemetery Frederick County, Maryland 
4 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Yo. rep eee 2b. REGISTRAR'S SIGNATURE 
VS A15 (4) M. R. Etchison & Son, Frederick, Maryland VI29 ee eae 


15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 D4; 
494 CERTIFICATE OF DEATH 12463 


Reg. Dist. No. 


wall 


« cs 
% ih 3 0]. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institulion: Residence before odmistion) 
Oo o. o. b. COUNTY 
= RYLAND 
* 32 Carroll bes Maryland Carroll 
£ Be /{ b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
gs 62 RURAL ond give nearest town) ‘ 
S52 rural--Mt, Ai s.| * rural-- Mt. Air 
E@ a. NAME OF HOSPITAL {IF not in hospitol, give street oddress} _ d. STREET ADDRESS. e. 5 RESIDENCE 
2 Be Flag Marsh Road / Flag Mavsh Rd. ves No] 
> ~o 
2 S 5 SU NAME OF First Middle Lost 4. DATE Month Day Year 
x - : 
sige is eT) ELSIE THOMAS DAVIS DEATH Nov. 6 A 1959 
See 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] |B. DATE OF BIRTH 9 AGE (in years [IEUNDER 1 VEARLIF UNDER 24 HAS, 
3 3 Min. 
< 2s female white waibowen [] 7 PivaRcen gy 2-17-189 64 e 
2 Eg. 10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stole or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
5 < u IN (G : 
2 8e 3 during mest of working life, even if retired) 
Bees housekeeper own home Maryland U.S. 
e S25 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
fi ti i f 
Sai John E,. Davis Linda E. Hatfield 
2 $5 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Addrers 
2 
2 a E (Yes. 0, oF unknown) (WE yes, give wor or dates of service} 
Sook /{ no none Mr. August E.Davis same 
0 eae 
& Es = 18. CAUSE OF DEATH [Enter only one cause per line for (0). (h).ond (2-] INTERVAL BETWEEN 
> Faz PART 1. DEATH WAS CAUSED BY: ; g 
2 ri S IMMEDIATE CAUSE (0! Ld ed ALN NAL,  ¢# MK OPFILAB LN A 
> fF? DUE TO p y (} le, 
p 
es Conditions, if any, which is AKO sSPUtnveg So 
a § ase : 
= Bae Sots (ah sotog the ensue DUETO 
s “a 3 +] lying couse lost. iG 
33865 5 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1o]]19. WAS AUTOPSY 
2RoFo = 
538 < yes—] nol] 
Pat 2 9 rey 
Fosss = ] 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
eeoe r & 1 OR CONTRIBUTING C1 CAUSE OF DEATH 
a3 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
o2ete a ape are Taal etliowss 7 ar- a= an GT Go 
Ss5es & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
= 2 es a Faucena.ie a While a Not while factory, street, office bldg., etc.) | 
LSE ¥ jot work atwork [7] 
apela = p.m. 
OS 3 OP, 27 
Qas-* 21. | certify that | attended the deceased from G2-%_ f)-_Ax4__, 19. to. ~S7..that | lost saw the deceased 
£2233 = ne: 
8 ee a olive on__Z4 Lees 19. [---, ond_that deoth occurred from the cousefond on the dote stoted above. 
a : ; 
E=O35 L it gity oF town, stote) DATE SIGNED 
38 D 
s ACTUAL “a 
©& £5 | SIGNATUR LL] bh JO? De wenn LLL be AEA A... LEO? 
aza 
28485 PHYSICIAN'S 2 
Regie NAME (Type) LLL EA DOL Joe 2 ee ee Te Lee 
FLL D Tle. BURIAL, CREMATION, D Zac. NAME OF CEMETERY OR CREMATORY Za. LOCATION (City, town, or county) State) 
o,5e° (Specify) : 
& , 
nee BURIAL 9-1959 Olive Carroll Co,, Maryland 
- - 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
¥S Als. Cc. M. Waltz, Winfield, Md. pare NOV 2059) Cuttun £ Kina 


my MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


24h 
CERTIFICATE OF DEATH 1e4tid 


Reg. Dist. No. 74 


“ oos 
s 32 a PLACE OF DEATH 2 USUAL RESIDENCE {Where deceased lived, If institution, Residence before odmission) 
aes u aS b. COUNTY 
© ee Mi Carroll tae oad Maryland 
£36 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, wrile RURAL ond give neares! Reel 
8 $2 RURAL and give neores! town) bs 
> 32 Henryton, Maryland Baltimore 3Yal/ 
© d. NAME OF HOSPITAL (IF not in hospital, give street oddress) d. STREET ADDRESS. e. RESIDENCE 
‘o - > OR INSTITUTION ON A FARM? 
Ss En route to Henryton State Hosp 517 made Ra 
£6 3. NAME OF First Middle Low 4. DATE Month Doy Year 
2s DECEASED - 
23 (Type or print) Benjamin Dudle: beara Nov. 24 1959 
’ 
é 


5. SEX- 6. COLOR OR RACE | 7. Ae we MARRIED 1 B. OATE OF BIRTH 9. AGE (In years iF sa Real 1 YEAR) IF UNDER 24 HRS. 
ost ag en 
Male Neg WIDOWED (7) Divorced [) 12-23-1898 


ae 100, USUAL OCCUPATION (Give kind on work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or fareign ve ber eal ‘OF WHAT COUNTRY? 
Rs during most of working life, even if retired) 
Pe Laborer Unknown Raleigh, N. C. USA 
8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
85 
ed 7 Unknown Harriet Dudley 
° £ 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
E (Yes, ne, oF unknown) {IF pes, give wor or dates of vervice) 
eh No | Unknown Enid Dud - Same _as patient 

€ 
Be 18. CAUSE OF DEATH [Enter ‘only one cause per ling for (a), (b), ond (c).] INTERVAL BETWEEN 
= nn a ONS§I, AND DEATH 

PART 1. DEATH WAS CAUSED BY: A . es 
IMMEDIATE CAUSE (0! ae . 


Then 


DUE TO 


Cenditiens, if ony, which ar Pe Ve Athketay hetlitivo I & baa) , 


200. ACCIDENT WAS_UNDERLYING 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ate hos been signed by the ottending physicion ond completely filled in by! 


0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 ar Part II of item 1B.) 


“4 gove rise lo immediote 

& cause (a), stoting the ynder- ( PVE 4 

= lying cause lost. © 

§ Barr uw OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) |19. Wikoerate 
re] NJ tte UC eS vs (Q NOSE 
B 

rf 

£ 


| or attending physicion. 
MEDICAL CERTIFICATION 


fac. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour a.m. While Nol while factory, street. office bldg.. etc.) ! 
p.m. 19 lot work [) ot work t 


eee 


-.. 19._....that TTast sow the deceased 


rom thé-causes and on the date stated above. 
ADDRESS (Stree!, city or town, state} DATE SIGNE 


21. | certify that | attended the deceased fro: 
alive dn 


ENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours 


the hospi 
eCTOR: After this cer! 


poge 3 should be detoched for use os 


TT 


AcTUAL | 


the registrar prior to burial, cremation, or removal, and in ony event wi 


4 
SES 
ee PHYSICIAI 
S23 NAME mT Amne 7.3 af. 
& ze 20. BURIAL, CREMATION, | 22b. DATE THEREOF Te ‘NAME ‘OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) {State} ; 
252 REMOVAL (Sees) | 7/4 SAE lsc done (Prt hve, PIAS Cay RF 
2B 2. rye SIGNATURE ‘Y ADDRESS 246 ECO BY REGISTRAR | 2b REGISTRAR'S SIGNATURE? 

OC Kuen t \) Liaaed «feed Pee Lf care NOV 27°59 Ontlun £, Fiore 

LG eS a 


id 


as 
a 


ENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours oft; 


TO HOSPITAL O: 


— 


= gs 
® 2g 
8 & 

a r . 
= 
£3 
g 6 
oS 
SY 


Then please remave carbon p 


the registrar prior to burial, cremotion, or remaval, and in any event within 72 haurs y/ 


icate has been signed by the attending physician and campletely filled in by 
-transit permit. 


y the haspital or attending physici 


page 3 shauld be detached far use as the buri 


may be retoi 
TO FUNERAL 


ANS (4) 
SM 9/SB 


agent Pages | and 2 should be 


Z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 24 65 
12428 CERTIFICATE OF DEATH EES 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


0. STATE Maryland b. COUNTY Balto. Gity y 


c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


8 Baltimore OX 


d. STREET ADDRESS: 


1 peace capeettt 
S Carroll MARYLAND 
b. CITY OR TOWN (IF outside corporote limits, write cc, LENGTH OF STAY IN 1b 


a and give neares! town) 30yrs.1mo0416¢ 


ykesville 


d. NAME OF HOSPITAL (If nat in hospital, give street address} 
OR INSTITUTION 


e. IS RESIDENCE 
ON A FARM? 


Springfield State Hospital 3508 Forrest Hil] Rde ves ]_NO bg 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED OF 
(ype or prin!) Mary Winkler Emrine DeaTH _ November. 
S. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] |8. DATE OF BIRTH % AGE {In year IF UNDER 1 YEAR| TF UNDER 24 HRS. 
mei White |wivowenggq} —ovivorceo Sept. 29, 1892 | 61 ee! Ad 


10a. USUAL OCCUPATION (Give kind of work done| 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Domestic 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Alvin Winkler Walbur ge Tuchh@ihs* «<2 Sis ee 
1S. WAS DECEASED EVER IN U. 5S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 
{Yes, 00, OF unknown) {If yes, give war or dates of service) 
No | 
1B. CAUSE OF DEATH [Enter only one couse per line far (0}, (b), ond (c)-} INTERVAL BETWEEN 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED By: . s 
IMMEDIATE CAUSE (o_Hypertensive cardiovascular disease Years 
x 


DUE TO 


0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


4 
Conditions, if any, which b) 
gove rise to immediote 


couse (0), stoting the under- (| DUE TO 
lying couse lost. {e} 
E ii Ml, OTHER th oe Atal astrelens TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. WEP AROS 
ilepsy with menta ficienc 
anal sa Ys Diabetes Mellitus, ves 1] No 


20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING CL) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port II of item 1B.) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour a. m. While ___Not while 
p.m. lot work [[] at work 


‘20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
factory, street, affice bldg., etc.) | 
{ 


Ww 


MEDICAL CERTIFICATION 


ADDRESS (Street, city or town, stote} DATE SIGNED 
/ Sonar Lil mo. Springfield State Hospital 11/20/59. 
NAME (Type) Agustin delCampo, M.D. Sykesville, Maryland : 


‘Zo. BURIAL, CREMATION, | 22b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, fawn, or caunty) (Stote) 


Deel LeA3B-S9_\ fal. y fedeeE, “DealZone Te. 
‘Ul! Ho oe Spores 240. meV 393 "59 ‘2db. RE 


23, FUNERAL DIRECTOR'S SIGNAT| gt, isthe R’S SI RE 
Goo tiSchonh Leweeat ‘4g Z, be... 3 4 4 [| care aL ae oN 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
494.0% CERTIFICATE OF DEATH ney pail 6 


om 


ad iv 
Ss 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If iostitution: Residence before admission) 
eg = ied ARRoOLL tmaryiano || > > my b. COUNTY v Pe ees Se 
‘ o 2 
5 eas b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib $ ‘OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g $ RAL ond give neorest town) — 
2S fi ESTMINSTER afew (Le ae 
-@ a. ROE HOSPITAL {If not in hospitol. give street oddress) d. STREET ADDRESS 4 e s RESIDENCE 
° 
K MALRrt Sr 44. Keep, g&4¢~ ves) NOT] 
3. NAME OF First ba lost 4. DATE Month Doy Yeor 
DECEASED a 2 3 
{Type or print) CARLES Ennier <| _Dtam Nt tv- Deu ws7 


5. oe 6. ere OR RACE |7. MARRIED es a 8. DATE OF BIRTH 9. AGE In yeon [I UNDER 7 YEAR] IP UNDER 24 HRS. 
tthdoy) [Month rT 
LATE. uae ovorceo] | Dec. 23, 1885 of gt aes Pag pa eet 


(Oo. USUAL feet “ ind of work done! 


4 caitot ti Hrotreds 10b. nea Busi Ae INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
or working life, even if retir anklin, Balmar 
a)Machinist [terporation German U.S.A. 
Bs te 'S NAME 14, MOTHER'S MAIDEN NAME 
unknown unknown 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? /16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
{¥es, no. oF unknown) (UF yes, give wor oF dates of tervice) 4 A 
no 14-03-2754 | Marie J. Enders, Westminster, Md 


18, CAUSE OF DEATH [Enter only one couse per line for (0) (6). ond (2)-] 


PART 1. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE (0) “= 


INTERVAL BETWEEN 
ONSET AND DEATH 


Shar hemp 


ae 


Then please remove corbon papers. Pages 1 ond 2 should be filed with 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 
OR: After this certificote hos been signed by the attending physician and campletely filled in by 


€ 
g 
. 
& 
6 
= 
2 
g 
© 
£ 
3 
i / 
: ay, serto ? 
ae Conditions. if ony, which te) Ce aed ‘a ae De 
Eo gove rise 10 immediote 
gs couse {o). stoting the under. { DUE TO 
e252 lying couse lost. te) 
= 5 Be 3 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)| 19. pie ned 
> = 9 5 
a806 3 ves] NO 
LOS § = [200. ACCIDENT WAS UNDERLYING C)__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
ie & | OR CONTRIBUTING LJ CAUSE OF DEATH 
c £90 uv - (MINE 
eos (IF EITHER. NOTIFY MEDICAL EXAMINER) 
3 6 5 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home. form, | 20f. (City or town) (County) (Stote) 
5.295 8 Hour Molen While Raaitenie foctory, street, office bldg., a 
$e. = pom. 19 Jot work [-] of work [J 
os 5 
t cre 21. | certify that I attended the deceased fram__________________., I99._@, tonbf > 2.4... 1935 Fthat | lost saw the deceased 
2. rd 
° % 3 alive on_f/- 2%’) ste Fe . 12_f____, and that death accurred at 2 __ *4-M-fram the causes and an the date stated abave. 
E = 35 ADDRESS (Street, city or town, stote) } DATE sti SB 
pane ACTUAL ZA <7 - 
®: 3 2 SIGNATURE_.Y a) y MO. . Med ad 
ae 2 | 
22s2 | PHYSICIAN'S ay gt ) RSpt 
Zez2 NAME (Type! AMES Lb & ee A 
3 23° ? 720. BURIAL, Fe Mb. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 
PRPs Byte” | 11-29-59 Evergreen Memorial Garden Carroll County, Md 
2 2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
f ‘ 1 
Ys Ais (a) illiam Cook, Inc., 1217 St.Paul Street oar NOV 2559 Cnthun §. Ferns 


1SM 9/85. 


yom 


1 a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


9 . Lind 
07 
42627 CERTIFICATE OF DEATH hacia net Ing 


ee 
ie 8 4 hy in a Sahl) 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
So 8 a. COUN b. COUNTY 
= 32 ¥ Carroll marian || *T]siyland 
£ x) Pt b. CITY OR TOWN (If autside corporate limits, write |, LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
g $2 (Ri PHBA ys ae nearest town ) ioe 
eS ykesville 4mo liday Baltimore 13, 3Vo)]-4 
cK = d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADORESS. e. IS RESIDENCE 
a) “1 a) OR INSTITUTION “31 Lyndale A ona ao 
ra mre . : : c YES NO 
En aS prin » Ene = 3531 Lyndale Ave. 
2 = 8 3. NAME OF Fiest Middle Lost 4. DATE Month Doy Yeor 
e335 (Type or print) H enr Joseph Fleischman | veata "ea 4 19 59 
= 22 SEA 6 COLOR OR RACE |7. MARRIED PY NEVER MARRIED [] * AE eas 6/14, /9, 9 AGE Sos ee? aS IF UNDER 24 HRS. _ 
= I A 
a male white [wow _ oworceo ‘8b eal ae 
3 Ee ae 100. USUAL eee roe A Ne kind ie redone 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 £ most af warking life, even if retir % 
3 2 23 NAAIALSE U.Sz@overnment Maryland, Baltimore Usssdle 
g 5285 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
cs A : m 
eee George Fleischman : Elizabeth-~+- Geiss 
See Nh 
PS 56 3 WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= SE Fed nek erie) Mit yes, give wor or dates of tervicel a * 
8 of ¥ known unknown Hospital Records Springfield State Hospital 
2 
58 
5 2B. 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond {c). ‘ INTERVAL BETWEEN. 
3B 205 PART I. DEATH Was Causeo ey. Cerebral emboli > OT SEAN BESTE 
z . : re sn ‘ 
eho, ig uy IMMEDIATE CAUSE (ol Bg Se ok I aD ae 
= 226 fou § more than 
- =e > - = DUE TO a if 
2 32> oY ten ne ‘p Ovphilitic Aortitis 1 yr. 
8 BES gove tite to immediate =i more than 
— phe cause (a), stating the under. ( OUE TO i 3 = i 
5 5 28 lying cause last. w__Hypertensive cardiovascular disease earse 
+ - $ 5 a Parr IW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/19. we AUTOPSY 
ae oO 4 |e Suphl ¢_ brain syndrome assoc es with cen va pee oe system Lies) 
gtsge m~ 15 eningoence with psychotic reaction, eH no () 
2 4 o 3B oe = ] 200. ACCIDENT WAS _UNDERLYING [) 20b. DESCRIBE ee INJURY OCCURRED. (Enter nature af injury in Part I ar Port I! af item 18.) 
eg te & | OR CONTRIBUTING L] CAUSE OF DEATH oh 
wee Vv 
< S2= a = (IF EITHER, NOTIFY MEDICAL EXAMINER) 
sees & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1204. (City or town) (County) {Stole} 
m0... 2 0 ray ature om, White Not while foctory, street, office bldg., etc.) 
Egies z nate 19 fal work [2] of work [J ! 
Sco fad Tr 
2 Bigs 21. 4 certify that | ottended the deceased fram___ October 2919 _59 to Nove , 19.29. that | last sow the deceased 
of< 22 E Ne e 
Zoos alive an__. 
wc me OD 
EOBo 
Te agrel ACTUAL 
> 85 SIGNATURE, 
Bss 
Orora | 
os ! 1 
Zou 35 PHYSICIAN'S y { 
eZee ered eee Sere) Bee bn | eS 
5 88 is > To. BURIAL CREMATION, 22b. DATE THEREOF ‘Yc. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City, town, or county) {State} 
4 : 
Eee Bs “pitrgae | 11/7/59 Méreses of Faith Baltimore, Md. 
o*6 ** Ar One 
- INERAL DIRECTOR'S URE iS 2da, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
VsA15 (4) coy ‘ies Seas’ amanek Funeral Home oarNOV 6 'S9 Vithen 2 #6, 
15M 10/57 ‘ 


el 
th 
SK 


= 


lecth. Page 4 


di 


._ 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by tertuneral director, 


X 


thin 24 hours af 
Pages 1 and 2 should be filed 


Then please remave carban papers. 


The law requires that the death certificate be executed w’ 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs of 


ENDING PHYSICIAN: 


y 


oo 


TO HOSPITAL O} 
may be retain 


F the haspital ar attending physician. 


page 3 shauld be detached far use as the burial-transit permit. 


MARYLAND STATE DEPARTMENT OF -HEALTH— BALTIMORE, 18 . 
12422 CERTIFICATE OF DEATH 12408 


Reg. Dist, No. 
i iaasAl Ke "asad 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


: a. STATE . 

Chek mpd KX MARYLAND VMWare sol b.COUNTY Ch Aa 
bCITY OR TOWN (IF aubide corporate limit, write Te. LENGTH OF STAY IN Tb || «CITY OR TOWN (Ff oulfide corporote limits, write RURAL and give nearest town) 
BYEAL ond gio ears town 7 4 ; fi 
armel C Manitick KRU! trért-Cly It Caner 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) , d. STREET ADDRESS 
OR INSTITUTION 
3. NAME OF First Middle iT Last «DATE Month Yeor _ 
(jpeyar print) L Tis V{— J- Fe rresfeim peatH = /p V jis 92 GF 


9 AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


NEVER MAI B. DATE OF BIRTH 
bear lost vt wom Months] Doys | Hours 


wipowep [] pivorceo ] | Qo li- / 554 


USUAL OCCUPATION (Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State of fareign LZ 
during#mast 4 working life, even if retired) y ZZ cA 4 


14. MOTHER'S MAIDEN Ni 


12. CITIZEN OF WHAT COUNTRY? 


LW aj a 


[13 FATHER'S NAME 
t 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? {16. SOCIAL SECURITY NO. INy Address 


DIO 130-148 9 ford Caer, (Eaneeg Leyes 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: f fe een pe 
2 IMMEDIATE CAUSE (o)_(.-f“L-99 Ly ticarowher A Le ree 
a : r 7 
LLAG. DUETCS nes eee, OD re ¥ 
Cohsdiliens, if ony, «tien ole ines eetteryplic, eeu? (Ltrelber fiat 


gove rise to immediote 


cause (a), stating the under- ( DUE TO 
ing couse last. (c) 

S Paar Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}[19. WAS AUTOPSY 
< 
& yes No 
= |200. ACCIDENT WAS UNDERLYING 1) [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ear i “T20F. (City or town} (County) (Stote) 
ray Hour a. m. While Not while foctary, street, office bidg., 
= p.m. 19 Jot work [] of work 


, 195.7, that | last saw the deceased 
eS 5 Sand that death chaos oS pM, fram the causes and an the date stated abave. 


"ADDRESS (Street, city or town, ine DATE SIGNED 
16 (AL | van A Mead ae, Vase, Stl 


ar om FoArd-, 


Zid. LOCATION N (Gy, 2 a Ay, re 


Ts EC'D BY REGISTRAR = REGISTRAR’S Cae 


pate NOV 17 '59 Cinthun & Foard 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 19 4 49 
a D2 CERTIFICATE OF DEATH eS ety 
« -i i 1g. Dist. No. 
1} 3 = y, 1 TGRET Eo 2 Ue ERE TOENCE (Where deceased lived. If institution: Residence before admission) 
bE — °. ‘ 
ey Carroll marvin || ° “Maryland » COUN’ Garroll 
© 6 3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
8 e RURAL ond give nearest town) 
2 et rural--Mt. Airy Life { rural--Mt. Airy 
z e: d. NAME OF HOSPITAL (|f not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
5 we ¥% OR INSTITUTION 7 27 ON A FARM? 
Scie, ves J Not 
2 £6 3. NAME OF Fist Middle lost 4. DATE Month Doy Year 
& 2; (Type or print WILLIAM J. FRANKLIN DEATH NOVe 9, 19 59 
8 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {In years IF UNDER 24 HRS. 
o \ vipa Months] Days | Hours | Min. 
male __| white [weowog ovorceot | 11-25-1867 Om. 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Fi 
x, 
° during most of working life, even if retired) 
a 
€ red own Maryland U.S. 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
° A Nathan Franklin Martha E. ?? 
2 f 1S) WAS DECEASEO EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT Address 
E Ff eh no. oF unknown) (IF yes, give wor or dates of service) . 2 
Be uN no -- none Mr. Olin Franklin same 
8 “Ss 18. CAUSE OF DEATH [Enter only one cause pe//Jine for (0), (b). ond (c). INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: f ORE EARP Cea 
§ 7 IMMEDIATE CAUSE (0! 
= peg oe xX DUE TO 
Conditions, if ony, which 0 


gove rise to immediole 


cotse (0}, stoting the under. ( OVE TO 


ie 


Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}]19. WAS AUTOPSY 
yes(] not) 

20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 

OR CONTRIBUTING C1) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (State) 
Y 


ar attending physicion. 


eer While. Not while factory, street, office bldg., etc.) | 
9 lot work [] ot work i 


MEDICAL CERTIFICATION 


Oo. m, 
Pam. 


21. | certify that | attended the deceased from. 2A. 19, to “Mea 


alive on._€2-4 fy A aia 


ENDING PHYSICIAN: The low requires that the death certificate be executed wil 


the haspit 
TOR: After this certificate has been signed by the attending physicion and completely filled in by 


poge 3 should be detached far use as the burial-transit permit. 


.., Lye es | last saw the deceased 


--M, fram'the causesand an the date stated abave. 
DATE SIGNED 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


Ee, 
ACTUAL 

. SIGNATUR f Lf fe 
ofS ~ 
zzz? || (ems CPT Very Presa 
ze ype! (fe 
£23 ate! Six ge eine a eel ee 
3 3 S 20. Hoa cepa ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 

a a ea 
men SURTA -12-1959 | Taylorsville Carroll Co., Maryland 
- 23. FUNERAL DIRECTOR'S SIGNATURE 


ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs, A154 C. M. Waltz, Winfield, Md, patNOV 1 3 '59 ST hin 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 24 i 0) 
4 12424 CERTIFICATE OF DEATH 


nl 


x Reg. Dist. No. 
« sel BB 
& gas 1. PLN Or oe HW 2. USUAL RESIDENCE (Whare deceased lived. If institutian: Residence befare admission) 
8 8 9. 9, b. COUN’ 
= 3. MARYLAND Bs 
ed) b. CITY OR TOWN (If outside corporate limits, write | c. oe OF STAY IN Ib ¢. CITY OR TOWY (If outside ear limits, write RURAL and give nearest town) 
g 5 URAL and give st ) ; 
SaaS LD K Cb 
A | ress} y, STREET ADDRESS 


PITAL (If not in hospital, give street 
IN 


2 IS RESIDENCE 
—— 


ON A 


Yes (] No 
3. NAME First Middle 4 pare Manth Day Yeor 
pectaseo 
(Type or print) DAs — M- Fan iat DEATH Here 16 uh 
5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH years [IF UNDER 1 YEAR| IF UNDER 24 
Mul i kee Cet 3 a / $7 sik a yin Months] Days | Hours] Min. 


, |WIDOWED W pivorced [] 
LL Vo tl, or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


100. USUAL OCC} el res, kind i ero cane 10b. KIND ‘OF BUSINESS OR INDUSTRY 
war kit i even if retire 
fered Peareecad’” lo § 
13. FATHER'S: NAME V4. Mok 'S MAIDEN & 


AA Af 
16. SOCIAL SECURITY NO. Tone ™ Address 
line-foctet-{6), ond (<). Was onion 


Ys Li 


%5.\WAS. DECEASED EVER INU. S. ARMED FORCES? 


Mie no, oF uf \" fos. jes of service) 


Vk, 


INTERVAL BETWEEN 
ONSET AND DEATH 


(‘e 


18. CAUSE OF DEATH [Enter only one cause 


PART I. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE {0}. 


/ 7 7. x DUE TO 


Then please remove carbon papers. Pages 1 ond 2 should be | 


, cremation, or removal, ond in any event within 72 haurs after deoth. 


Conditians, if any, which (b) 
gave rise ta immediate 
DUE TO 


jires thot the death certificote be executed within 24 haurs affs 


TO FUNERAL DIRECTOR: After this certificote has been signed by the ottending physicion and completely filled in by tt 


z 

5 2 couse (0), stoting the under- 
ra : phir 
oe Oe lying couse last. e) 
245 oS Lying couse Ioty 
ze S a Pam Il. Q#EY SIGHIFICANT CONDITIONS CONTRIBYTING TO DpagH SUT NOT RELATED TO THETERMINAL DISEASE CONDIYOR) GIVEN IN PART W(a)[19. WAS AUTOPSY 
> ry eS + 

Eas ‘ 
e©ag0 0 Si WU Brest yes J No DR 
foes 3) ~AAALAd 
lsat © [20c. ACCIDENT WAS UNDERLYING. 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Port Il of item 18.) 
cn oa & | OR CONTRIBUTING L] CAUSE OF DEATH ee 
aese & | (VF EITHER, NOTIFY MEDICAL EXAMINER) a 

er) a a SS 
Zsss & |20c. TIME OF INJURY Manth, “Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Hame, farm, T20F. (City ar town) (County) (tote) 
5 2 a Hour o. m. While sahil factary, street, affice bidg., ete.) 1 zs 
=32° 3 po fot work CT OF work Ty] se ae cae 
ease ¥ = 
z $ Pa 21. | certify that | gttended the deceased fram (2c#e 4 a 19M, 7, ta. LYY ., 19¥fthat | last saw the deceased 
ry o.o . 
ear $3 olive an__ SIA _ 1b 212 bid y/gnd that death accurred ot S1.30M, fram the causes and an the date stated abave. 
BeOS f ADDRESS (Street, city or town, DATE SIGNED 

Rogie ACTUAL L Log Wt 

BS SIGNATURE [~~ fpr J = 4 Mp. J LL 

° pa 
a oo3s / PHYSICIAN ‘a? i. Vy, 
egies NAME (Ty LD A J) Lan.Merylate: Lew hen 
= & }1 fs y 
gs vas i ; 2b. Di eee 2c. NAME OF CEMETERY OR CREMATORY ZIGjLOCATION (City, town, or efile 

~ a> 
=o / — fp - 
of a2 / 3 
ig ‘2d. REGISTRAR'S SIGNATURE 


< 


Ontian £ Kian 


23. ERAL DI ‘CTOR ‘S SIGNATORY . ADDRESS da. REC'D BY REGISTRAR 
SAIS (4) @ : 
SAIS Gdeo a fl pare NOV 1 3 °59 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12425 CERTIFICATE OF DEATH 


2. USUAL RESIDENCE (Where deceased liv: 


12414 


Reg. Dist. No. 


1. PLACE OF DEATH 


CB A aut MARYLAND 
———t 


b. ci OR aaa {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {I 


ULI TIA F 2020 


dANAME OF ene (IF not in haspital, give street oddress) | 


futside corporote limits, write RURAL ond give nearest tawn) 
7 ‘OR INSTITUTION o- 1S RESIDENCE 
A ‘ e 
190 a PrO-caee Wltrir 
ee 2 2 at Ss © Fite AX SY ves No AK 
3. NAME 4 Middle 4. DATE Wer Day Year 
DECEASED 
tek CORA —/ — GARRETT tom 1G WSF 


S. Sf 4 6. COLOR OR RACE | 7. MARRIED [} NEVER MARRIED o Gef ‘fr ait BIRTH 9. AGE {In yeor Vay UNDER 1 YEAR) IF UNDER 24 HRS. 
"i loss burt ay) Months] Days | Hours] Min. 
a dh IDOWED oe pivorceo [] GEF2 ‘s 2 uf me 
100. SHAE OCCUPATION (Give kind of work pra 12. CITIZEN OF WHAT COUNTRY? 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 
uri 1 of working life, even if reti / / F 


Z 14. MOTHER'S MAIDEN. ‘ME. 
bu Weg. ia Lycee 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. AD} SECURITY NO. (Lee 17 Address 


(Yer, 90, oF wn {lf yas, give wor or dates of service) 
b | 
INTERVAL BE” EN 
ONSET AND TH 


|. If institution: Residence befare admission} 
b. COUNTY 


jeath. Page 4 


ra tuneral 


« 


hin 24 haurs aff 


itl 


ter death. 


1B. CAUSE OF DEATH [Enter only one couse péf Iiity far (0), (b), ond (c)-] 


PART |. DEATH WAS CAUSED BY: o hh p 
IMMEDIATE CAUSE (a) _\_ et 1 AE pr P Vib ta AF tat 


ue wi DUE TO i 7 
Conditions, if ony, which Pe a Veatute 


gove rise to immediate 


The law requires that the death certificate be executed w 


cause (o}, stoting the under: ( OUE TO 
€ lying cause lost. Hs a 
3 a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} |19. WAS AUTOPSY 
ce * £ eek a PERFORMED? 
= ) |x ves D)_NO Bal 
oe 2 & 20a. A NOE SLY, Ib. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
25 & [OR CONTRIBUTING Ting Oh EOF DEATH 
<¢ G | (IF EITHER, NOTIFY ME MINER) 
25 & [2%c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, (20. (City or town) (County) (State) 
=5 Fay Hour a.m, While Not while factary, street, office bldg., etc.) | 
zs = p.m. 19 lot workf=pet work [E> — Eee 
2% 
Zz e 21. | certify thatthattended the deceased fram. xAafAw 9S, to Dow ithat | last saw the deceased 
a= 
Ze __, and Srdeath occurred at $127, fram the causes and an the date stated abave. 


ADDRESS (Street, city ar tawn, stote) DATE SIGNED: 
—_ 


Llatlpst EAD. Lary law beta 


ral NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 
VW pa beveq~ VOY eee 


o 


may be retainea! 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by tl 


o 
g 
2 

2 

2 
os 
a 
3 

2 

5 

3 

Q 

o 
fg 

é 

2 

a 

3 

a 
& 

$ 

5 

,3 

2 

g 
x5 

é 

§ 
iE 
FS 
€ 
3 

: 

3 
3 

5 
a 

iS 
= 

8 

g 

E 
5 
3 
z 

é 

o 
a 
3 
FE 

g 

o 
+ 
3 

4 

. 

° 

z 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs 


op ‘2b. rf Foil THEREOF 


TO HOSPITAL O! 


"Gaon RAPIDIRECTOR'S LE 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
mar : Yep tend iff \vin novi 759 | cothn B Heos 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ~ 
12426 . CERTIFICATE OF DEATH sa oun, Labe 


Then please remove corbon popers. 


Me . 

& 3 J is hie » Sou ReoaTENCe (Where deceased lived. If institution: Residence before admission) 

~ = ie) e. b. COUNTY / 

-— & MAR v 

“3 nN Carroll Masada laryland edrick 

= Pe b. CITY OR TOWN [If outside corporote timits, write | ¢. LENGTH OF STAY IN Ib c. CIFY OR TOWN (If outside corporote limits, write RURAL ond give neores! town) 

9 of RURAL ond give nearest town) 

0 SD / 

a ykest e f [ferson, Maryland Me < 

2 13 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
co] ~ , OR INSTITUTION ON A FARM? 
g * prinefield ate Hospita yes J] NOR) 
2 5 3. NAME OF First Middle tow 4 DATE Month Doy Year 

x BH , j 
a! Rives ores) Richard Nevin Gordon em il 

= e 5. SEX 6. COLOR OR RACE |7. MARRIED) NEVER MARRIED [} | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= lost bithdey) [Months] Days | Hours] Min. 
is bale white wibowed [} Divorced [] 85 

2 v3 10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Q = during most of working life, even if retired) 

g tee Farmer (Retired Farm Owner rinia 4 

2 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 fo 

3 ‘g 

2 

FA 

$ 

= 

o 

8 

Dv 

° 

= 

3 

£ 


te has been signed by the attending physician and completely filled in by 


1. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT Address 
z {Yau no, 07 unknown) | (if ye, give Wor or doles f serves 
iy no no $2414.83 Springfield ate Hospits ecords 
4g 18. CAUSE OF DEATH {Enter ‘only one couse per line for (0), (b). and (0)-] il seat BETWEEN 
5 PART 1. DEATH WAS CAUSED BY: baa rene 252 
= IMMEDIATE CAUSE (o)_ Bronchopneumonia 
4 > DUE TO 
ei meerieiekeatt Sum ehich Congestive Heart Failure 
3 Eo gove rise to immediote 
oi ac couse (0), stoting the under. ( CUETO 
z poee lying couse lost. te) 
38 5 g 3 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) |?9. wes ey 
e185 bie Q ry Ear pment ar aed 
een =| CBS assoc, with ct: atory disturbance with cerebral rests) NG 
£og2e2 ] arte OS erosis h psycho ys on ) 4 
Se OED US, = | 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
Sg 52° & ] or CONTRIBUTING [1 CAUSE OF DEATH 
Seses & |(F (THER, NOTIFY MEDICAL EXAMINER] 
aes 4 
So5ss & [20c. TIME OF INJURY Month. Doy, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY Home, form, | 20F. (City or town! Count {store} 
“cos J) ( ty) ) 
= 3.2 ¢ 3 a Hour o. m, While Not while foctory, street, office bldg., etc.) ! 
tse a = p.m. 19 lot work (] ot work [J t 
os,b5 r : 
23255 21. 1 certify that | attended the deceased fram____ 8/1/59 ___, 19.___, to.__-. 1/14/59, 19.____ that | last saw the deceased 
228 A 
$< g 3 3 alive on_. and that death occurred at_&340. ye Fem the causes and an the date stated above. 
= Oso g 7 ADORESS (Street, city or town, state} DATE SIGNED 
Tye ee actaAL “7, » 4 / ay 
. 33 SIGNATUR Ziks Chg CS LCGLR ID 4 a ee oe See a __Lh Nov_1959 = 4 
Ofaza 
eS / PHYSICIAN'S 
eset NAME (Type) francesco Magro, M.D i 3 
3 Sge% M0. BURIAL, CREMATION, | 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, town, or county) (Store) 
ESR Bs BUMP Pee | 1-17-59 Frederick Memorial Park Frederick, Maryland 
Oe Dab, REGISTRARS SIGNATURE 


Cnthun & Frank 


YY 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS M 24a. REC'D BY REGISTRAR 
vs AIS (a M. R. Etchison & Son, Frederick, Maryland omOV 1.6 '59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4949% CERTIFICATE OF DEATH is. ound PA 


ie 
' 


* ef pre a ey 

> 3 5 a, A eae 2 peepee tats. (Where deceased lived. If institution: Residence before admission) 

oOo oO. o. 

© 32 Carroll MARYLAND Maryland con’ Carrell 

© . F b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

¢ oo RURAL ond give neorest tawn) : 

are nksburg % _Finksburg _ 

@: d. NAME OF HOSPITAL (If nat in haspitol, give street address) . STREET ADDRESS e. 1S RESIDENCE 
“ * R INSTITUTION ON A FARM? 
= Xx Murray Road Murray Road ves [] NO 
6 3 NAME OF First Middle Lost 4. DATE Month Doy Year 
3 (Type or print) Chloe [ie Grafton DEATH 
3 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 6. DATE OF BIRTH 

Female White winowen J oworceo | July 28, 1871 


10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
ce : a 
mOU Wed! 


13, FATHER'S, NAME 14, MOTHER'S MAIDEN NAME 
William Kean Street DeVoe 
15, WAS DECEASEDEVER IN U. S. ARMED FORCES? ia SOCIAL SECURITY ete INFORMANT ‘Address 
ox no, or unknown) {I yes, give wor or dats of sevice 
No | No None Mrs. Harry E. Ward Finksburg, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)-] 
PART I, DEATH WAS CAUSED BY: 

: IMMEDIATE CAUSE (a), 

Ue }, DUE TO 


Conditions, if ony, which w__Arterioselerotic Cardio Vascular Disease 
gove rise to immediate 

couse (0), stoting the under. ( DUE TO 

lying couse lost, [e) 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
ves] not] 


200. ACCIDENT WAS UNDERLYING Ba 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Nl of item 18.) 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


the registrar priar ta burial, cremation, ar remaval. and in any event within 72_haurs after death. 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ate has been signed by the attending physician and campletely filled in by 


e burial-transit permit. 


Zz 
Q 
iS 
< 
o 
= 
= 
& 
fr 
o 
z 
a 
rr 
= 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ai 


the haspital ar attending physician. 


Zé 
o 3 20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm, | 20F. (Cily or town) (County) (Stote) 
ve Hour a.m. White Not while foctory, street, office bldg., etc.) | 
‘23 pom. 19 Jat work [J ot wark ' 

as 
35 21. 1 certify that | attended the deceased from... W06_______ WSZ, to Nov.25____., 19.59. thor | tast sew the deceased 
i 
< $ alive on Nov, 18. eee a 6 ic ae and that death accurred at__“/__P_e.M, fram the causes and an the date stated abave. 
Ee ° 3 ; ADDRESS (Street, city oF town, state) DATE SIGNED 
a ACTUAL Ss. 2 

wwe y | |SewAture__v MO. . ol Be Mewim Rapes h 8S _| 11-27-59 

mcd 

2543 PHYSICIAN'S = 

ege NAME (Tyee)_Martin E, Strobel M,D uuu eisterstown, Maryland 

BSeo 20. BURIAL, CREMATION, | 22b. DATE THEREOF ‘7c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 

& z2 & __ REMOVAL (Specify) Nov.28.£9 0 = 

eo DV = a9) CL K D ottfl rst E > fe 

ae. 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2da. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 

1 2 : = 
15u 10/87 J.P. Eline & Sons, Reisterstown, Md. pareNOV 3 0°59 "Chika Sem, ey 


coal 


ed with 


fig death. Page 4 
tunerol directar, 


@ 


Poges 1 and 2 shauld be 


Then please remave carbon papers. 
, and in ony event within 72 haurs oft, eas 


The law requires that the death certificote be executed within 24 hours ai 


ENDING PHYSICIAN 


il 


Ld 


may be retaineu™py the haspital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and campletely filled in by 


page 3 should be detached for use as the buriol-transit permit. 


the registrar prior ta burial, cremotian, or removal 


TO HOSPITAL © 


Pa 
& 
by 
a 

= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


12498 CERTIFICATE OF DEATH 12414 


Reg. Dist. No. 
1 HA waeee 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
scoeks Carroll County marvin || ° He 1d b. COUNTY 
aryla arro oun 
b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) . 
Hampstead d 
d. NAME OF HOSPITAL (if not in haspital, give street oddress) © , d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
yes Noo) 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED ry 4 OF 
(Type oF print) Lillian M. Gutridge | DEATH November 5 1999 
5. SEX 6. COLOR OR RACE 17. maRRieD PQ NEVER MARRIED ([] | 8. DATE OF BIRTH %. AGE (In oor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
las! birthdoy} in, 
FEMALE | warpg [wow t) _oworceocy |Nov. 22, 1926 ils 
100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 
Housewif Baltimore TL.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Henry E. Kohls: Catherine L. Prietz 
YS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
{¥ex. no, of unknown) (UE yes, give wor or dates of service} 
E. Kohls 
18. CAUSE OF DEATH [Enter only one couse per line far {a}, (b), ond (c)-] INTERVAL BETWEEN 
PART |. DEATH MEDIATE CAUSE (o)_COronary Insufficiency 3 itnute 
“/b6 xX DUE TO 
Conditions, if ony, which w__Rheumatic Heart Discase 2 years 
gove rise to immediote 
couse {0}, stating the under. ( PVE TO 
lying couse last. (¢ 
3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRI8UTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. Oe ere 
e 2 
$ Angina Pectoris year yes) NO fq 
= 200. ACCIDENT WAS UNDERLYING 1) 20b. Dy IBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
~ OR CONTRI8UTING (J CAUSE OF DEATH 
© | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
o '20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, 1208. {City or town) (County) (State) 
ray Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 Jot work [J] ot work 1 
21. | certify that | attended the deceased fram____ 2/14/59 ___, 19.____, ta 19. 2Ahat | last saw the deceased 


mre.) ind the occurred at_ 


450» Bm the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


alive an_ 1/4/59 
£. 


ACTUAL 
SIGNATU! f 


Name tives, Mo CoPorterfi 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 


7 ‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (State} 
REMOVAL (Specify) 
BURTA 9 


; Parkwood Cemetery 3310 Taylor Aye 
23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Wm.C,ok,Inc., 1217 St.Paul Street pare NOV 1 0 '59 Ciktug § Fiesra, 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 D) 4 15 
4 1240 CERTIFICATE OF DEATH ouce aos : 


om 


g 


(8 

3 . lL Moana ae DEATH a USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
5 a: ; 4 o b. COUNTY 

= - MARYLAND 

ae Ki UM V1A0- — a4~ Ligh Ld 

3 a B. CITY OR TOWN (IF ares cerporate limits, ite] ¢. LENGTH OF STAY IN Tb CITY OR TOWN {If outside corpgrate limits, write RURAL ond give nearest town) 

5 

5 


> _ RURAL ind give rest town}. 
phat Citet2tO CL 


LEELA LftaAg 


d. NAME OF HOSPITAL (If nat in ae gi e. tS RESIDENCE 
ON _A FARM? 


Pages 1 and 2 @. be filed wit! 


< 
° 
oD 
8 
2 
‘g 
8 
7 
Bs 
°° OR INSTITUTION, 
- # K ob. Z iat ves [} NO E}— 
2 3 4. DATE Month Day Yeor 
& 2 (Type or print) sate) 7A asl 
< as 
2 28 4 5. SEX 6. COLOR OR,RACE | 7. MARRIED EJNEVER MARRIED [[]} | 8. DATE OF BIRTH 9. AGE (In years feos acne a 
# 3 z ; lost een i Gaal a | Fes 
zy G4 4 WIDOWED DIVORCED AF fer lene 
zy 8: YOR o aye 
s &8 00. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stotd ar foreign count’y) 12. CITIZEN OF WHAT COUNTRY? 
g 825 during most of warking life, even if retized / / Zi 
S Bes ™ ( OGLE L/h 
g 85 14, MOTHER'S MAIDEN NAME a 
2 28% iy, y y 
g 262 f = 
= E83 ig, WAS DECEASEDEVER IN U. a ‘ARMED Lem iy Pag cee Z 
5 age (Ves. no. oF unknown) bites eee stra 
Ie ay Se C1 
atc Vigeie LV. Male Lee 
3 £3 cS |] 18. CAUSE OF DEATH [Enter anly one couse peyAine For (a), INTERVAL BETWEEN. 
0 £05 PART I. DEATH WAS CAUSED BY: Sp Futieiolal 
Se , IMMEDIATE CAUSE (o 
at t of DUE TO 
oe EP AR Conaiteniet A 
2 2? conditions, if any, which e 
3 8 343 goye rise to immediate 
33) Gee cote (0), stoting the under: ( DUE TO 
= g 23 z tying couse lost. te 
z2850 a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. WAS AUTOPSY 
AES co) PERFORMED? 
‘Gens Ye 3 
eas o6 ps yes] NO[y 
= = = a 
Fotss = | 200. ACCIDENT WAS UNDERLYING E} _]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port I of item 1B.) 
Z2Se5 5 TEETER NOTIFY MEOICAS ES EXAMINER) 
rare 6 
S355 & }20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (ily or town) (County) (Stote) 
= Pose 8 3 Hour 0. m, While Not Sel foclory, street, office bldg., coh 
25 lot wark (C} ot work 
deen = p.m. 
eg .25 ’ 7 
2320s 21. | certify that | pttended the deceased mone £9 = IZ, to}, 0... :, Ww. that | last saw the deceased 
<2. 3 
B es A alive o ! aig see 2 1 -;-. and that death accurred aL a-M, from the causes and an the date stated abave. 
E036 y ADDRESS (Street, city or town, = “pe Up 
See ACTUAL 
5 25 i SIGNA 
pa a 
aeOs, 5 
<ea2e NAME ( J J . 
oe ee = a _ 
= ic 
3S £ F4 ? Qe: BNOvAL eri 22b. DATE THEREOF te. Nay OF CEMETERY QR CREMATORY 1d. LOCATION (City. town, or count; a _(Sfote) 
eB o> : Pec ; “z : SL) 1, iy, y, 
are M24 Zed tar zy, tal Teh Cp: 
Be ae hSs as 2 Z ZL VIEL f k 
2 ec ADDRESS 24a. REC BY REGISTRAR | 246. REGISTRAR'S SIGNATURE 
aie 2 fips yaspptbee: F72A ~ \ouu NOV23'9 | Cth 


1 S MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 4 1 6 
12429 CERTIFICATE OF DEATH 


RM ) 1. PLACE OF DEATH is 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. tf institution: Resigence before odmission) 


. 0, COUNTY 0. STATE b. COUNTY 
é MARYLAND res 
LALLEN 6a LL = 
B b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN tb «. CITY OR TOWN {jf outiide write RURAL ond give nearest town) 
s RURAL ond give neatest town) 47 7 aS 
. CLM LOLL, Z OK xX 
@. NAME OF HOSPITAL (If not in hospitol, give sree! oddtess) 7 4. STREET ADDR! @. 1S RESIDENCE 
x OR INSTITUTION / ON A FARM? 
ves NOSS 
3, NAME OF First Middle Lost 4. DATE 
DECEASED ry 


a a 4 
(Type or print 7 7 /P FE S TE rh Z 1 
. 6. COLOR ORRACE |7. MARRIED] NEVER MARRIED [-] | 8. PATE OF BIRTH 


V7 wivowep Bi] pivorcep [] 6 IK) 


10d USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) [" CITIZEN OF WHAT COUNTRY? 


dusjag most of working life gen if retired) N 
14, biped MAIDEN NAME “Te < Le 
A Loca, lbetdecl— 


: 7m : 
16. SOCIAL SECURITY 17, INFORMANT Address, 
erry 4 LL, we 
VL a ‘EZ tat! Hrdaabarued - Sve, t 


18. CAUSE OF DEATH [Enter only one couse per line fr (0) (8). ond] INTERVAL BETWEEN 

PART 1, DEATH WAS CAUSED BY: ONSET ANG. O Sry 

. IMMEDIATE CAUSE (0), 

“ HOS DUE TO 

Conditions, if ony, which Py 
Gove rise lo immediote 


couse {0}. stoting the under- DUE TO UA, 
i 


s.after death. 


jgned by the attending physician and campletely filled in by 


el 


that the death certificate be executed within 24 haurs after death. Page 4 
Then please remove carbon papers. Pages } and 2 shauld be filed with 


Mirsebriiee nies Ab ncesk ; 


vali 


jires 


Ad 


¢ lying couse lost. (c 
a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)]19. WAS AUT Dest 
C vss] not} 


200. ACCIDENT WAS UNDERLYING [J [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
OR CONTRISUTING [CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, rid Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Store) 
Hour 0. m. While No! a Resor B rewiceticedieeg etch 
Fin. jot work [[} of work ‘ 


21. I certify that | attended the deceased om SE a . ,192.Z. that | last saw the deceased 
olive eck Bet So alee ~~ E-° me that death occurred of -5.. Ty iM, fo the couses and on the dote stated obove. 


ADORESS tee: Petar. ‘or town, stote) DATE SIGNED 


PHYSICIAN'S 
NAME (Type)_/7-0) [4 —_ 7, 4 


Zo. pale CREMATION, YY DATE eS Ne. NAME 9 CEMEIERY: ORS S A LOCATION (Gy, town, or county) {Sfote) 
OVAL (Specify) iy S 
BOLL =L6- 5" Je ita, petal o 


2do. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURI 


A 
eaten Lt LEE Z ZA DATEN() 8°59 Cuthan §, Haak 


tal ar attending phys 
MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The fow requ’ 


he hospi 


dl 
TO FUNERAL DIRECTOR: After this certificate hos been 


the registrar priar ta burial, erematian, or remaval, and in any event within 72 hi 


page 3 shauld be detached for use as the burial-transit permit. 


moy be retain 


TO HOSPITAL O 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


12429 CERTIFICATE OF DEATH 12417 


Reg. Dist. No. 


x 
S 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheye deceosed lived. If institution: Residence before odmissign) 
é ht o 7 4 Y "4 MARYLAND o, b. COUNTY “) st, z 2 Ze 
a 2 b. CITY OR TOWN {lf outside eprporote limit, write Tc. Py io STAY IN Tb ¢. CITY_OR TO! i rote limits, write RURAL ond give nearest town) 
. ¥ d. NAME OF HOSPITAL (If nat in tA hed give street Ad ress) d. STREET ADDRESS e. 1S RESIDENCE 
4 OR INSTITUTION } ‘ON A FARM? 
yes] no] 
. NAME OF \ First a Middl Lost 4. DATE Month, y 
DECEASED | ," pon 8 pa aes ey a 
(Type or print) f ~ 4) KA Eff le fp ream No [= __ 7 


8. DATE OF BIRTH 


3-/-/5-99 


6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED A 


a?” wipoweo [J Divorced [] 


9. AGE {In years [IF UNDER T YEAR] IF UNDER 24 HRS. 
"9 Awe Months] Days | Hours] Min, 
yrs. 


ificate be executed within 24 haurs aff 


Then please remave carban papers. Pages 1 and 2 should be fi 


gned by the attending physician and completely filled in by theruneral 


: TOs. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND wee BUSINESS OR INDUSTRY |11. yy ye or ed dot country) 12. CITIZEN OF WHAT COUNTRY? 
< 
3 dufing most of working life, even if retired) 
3 a Oni eg JA 
5 ; 14. WI a: S MAIDEN NAM! 
3 eafeey 
BS 8 F SOCIAL 7] a Mes eLees Liclea 
5 
pte ($=6 AE hectes UNedteal WS 
9 ES 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] INTERVAL BETWEEN 
= SET 
3 : PART |. DEATH WAS CAUSED 8Y: os SAN ia i 
2 6 IMMEDIATE CAUSE (0) Saye 
5 : AE1,0 DUE TO 
Sees ans, if ony, which ray a hee Lo-At hte tac” Is pnt so Cb Ss 
3 Eo gave tise to immediote 
5 gs cause (a), stoting the under. ( CUE TO 
ran a 
APSE lying couse last. (©) 
Je pring oure tart, 

BB ke rs Paar ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
ogaes aig on a a be! RFORMED? 
2 : = 3 
£5325 Ri] veo no f3- 
Fooss = [20c. ACCIDENT WAS UNDERLYING £]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il of item 18.) 
eee at & | OR CONTRIBUTING C1 CAUSE OF DEATH 
ees2s © | (F EITHER, NOTIFY MEDICAL EXAMINER) 

23535 & |20c. TIME OF INJURY Manth, Doy, Year ] 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (tate) 
= Joe LPecd a Haur a.m While Nat while factory, street, affice bldg., etc.) ! 
apes 2 lot work [[] of work \ 
© 4 ye & 5 5) mi = 
rs es Bs i ee Bid tole. aa OY 2S. 19. 7:that | last saw the deceased 
al<e9 
Ze 3 2 <_.M, fram the causes and an the date stated abave. 
@: 35 ; i ADDRESS pe city or town, stote) DATE SIGNED 
(pete ) i 
hee ACTUAL { / * - tale 
ss wes ’ SIGNATURE 1, / OO MD. 

eara i} f jl 

= =e d = 2 1A 
2593 g / 
zig28 its HFo Ard M.D / 
=e = é 
= 3 
BEEOD 7a. BURIAL, CREMATI ‘2b. DATE | 22c. NAME a CEMETERY OR CREMATORY B y {Stote) 

© 
O,5 95 OVAL sen ee 
ofoet 
2 o Cue DIRERTOR, Paveaf SS 2da, REC'D BY eee ‘2b. peste tear f 
‘ 1 
VS ANS (4) Ut ies 
15M 9758 vate NOV 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
12431 CERTIFICATE OF DEATH vee tn nw ald 


zal 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c}-] 


PART §, DEATH WAS CAUSED BY: v 
IMMEDIATE CAUSE (0) 


vie DUE TO 


INTERVAL BETWEEN 
ONSET AND QEATH 


f 


lagi, 


tLe Youve Sate pee 


~ ce 
$ % 1 BLAGE I CRDEAaH a, Re yat pesomice (Where deceased lived. If institution: Residence before admission) 
5 6 = le 
_ 3 Carroll MARYLAND || © Md. eee Carroll 
£ b. CITY OR TOWN (If outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
oF _ RURAL ond give neares! town) 
be Sykesville X%~__FPinksburg 
ny Be &. NAME OF HOSPITAL (if not in hospital, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
3 = OR INSTITUTION ~ ON A FARM? 
4 XA Old Washington Road { ves] No 
5 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
3 (Type or print} «© Mina De Hubbard bat Novec8,1959 19 
e 5. SEX 6 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [1] |B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
F Jost birthdoy) [Months] Days | Hours] Min. 
if emale White |wiowe pt pvorceo(] [Feb.2,1870 yes. 
a 10a. USUAL OCCUPATION (Give kind of work done| 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
er during most of working life, even if retired) 
5 Housewife Maryland USA 
2 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
o ors 
3 William Asplen Charlotte Lenthicium 
5 UY . WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
5 no, OF unknown] (IF yes, giva wor oF dates of service! r ‘, 
2 No | ° None Mrs. William Gist Jr. Finksburg, Md. 
8 
a 
3 
2 
2 


4 
Conditions, if ony, which ) 
gove rise to immediote 
couse (0), stoling the under: ( DUE TO 
lying couse lost. ©) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} 


Po 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 


a 


200. PLACE OF INJURY (Home, form, | 20f. (City or town) : (County) (Stote} 
foctory, street, offi a. etc.) | 


19. WAS AUTOPSY 
PERFORMED? 


yes] Not 


200. ACCIDENT WAS UNDERLYING C1 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month Yeor | 20d. INJURY OCGURRED 
White ile 
9 lot work [J of work [J 


Hour 


MEDICAL CERTIFICATION 


alive on_. ._M, fram the causes and an the date stated obove. 


ADDRESS (Street, city or town, stote} DATE SIGNED 
she, 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


ACTUAL 
SIGNATURE_ 


may be retaines@y the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by 1e¥runeral_director, 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


page 3 shauld be detached far use as the burial-transit permit. 


° / . = 

z PHYSICIAN'S i 

z RAEN OV, Z. dae 

Fd To. BOR AL CREMATION. ‘2b. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Stote} 
OVAL (Specify! sae 

2 Burya? Dec.1,1959| Finksburg Ceme Finksbur 

re 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

V5 ANS J.F.Eline & Sons Reisterstown, Md. pate DEC 1 '59 Gittun £ Pansat 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12419 
CERTIFICATE OF DEATH Reg. Dist. No. : 


= i 
& 3 ‘4 gent DEATH 2 Ch Ee (Where deceased lived. If institution: Residence before admission) 
hie b. COUNT’ 
e§ Carroll marian | fiaryland Baltimore 
= oo } b. CITY OR TOWN (If autside carporate limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
g ee A MA Ne ind give ay fawn) 8 i 
os sville y- © mo. 3 dh. Baltimore City Vol-u 
@: 2 Be INSUTUTIONL {If nat in hospital, give street address) d. STREET ADDRESS a See Dee 
es Fe ws 
« of Springtield State Hospital | 3625 Columbia Drive yes [} No 
6 NAME OF First Middle Lost 4. DATE Manth Doy Year 
ri (Type or print] Cyries Dorothy Kellner bath November 10 19 59 
: 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE ipa IF UNDER ae 
‘ Female White —_|wwowen] _oworceto ] | _=20-08 > a 4 
' a2 100. USUAL OCCUPATION (Give kind af wark dane|10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
1 85 during mast of warking life, even if retired) 
Never Gainfuily imp. Maryland U.S.A. 
: 5 if 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
oo Emmanuel Kellner D recaced/ Mollie Kellner 
! 8 % WAS DEER OUEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
fas, no, or unknown) INE yes, give wor oF dates of service) : = s 
£ No il It eid Springfield State Hospital Records 
7 oe 
; 3 1B. CAUSE OF DEATH [Enter anly one cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 
| a PART |. DEATH WAS CAUSED BY: Ne 1 s h OURAN D DERI! 
5 IMMEDIATE CAUSE {0} eoplasm in the Intestines 
: is 23 6 K DUE TO 


Conditions, if any, which ___Ulcerative Colitis. 5 years 


gave rise ta immediate | 


ermit. 


the registrar prior to burial, crematian, or remavol, ond in any event within 72 hou 


cause (a), stating the under, ( CUE TO 
lying couse lost. a 


a Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a} | 19. Bate A 
4 

4 §| Chronic Brain Syndrome associated with Convulsive ures yes[] Now 
= | 20a. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part il of item 18.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ra 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or tawn) (Caunty) (State} 
rat Hour a. m. While Tat hile factory, street, affice bldg., etc.) | 
4 p.m. 19 Jat wark [J ot work i 


21. | certify that | attended the deceased fram_ March 7,4 ____, 19.55, to.Nowember_.10, 19. S9that | last saw the deceased 
alive an_Non 40s ,19_59 _, and that death occurred at_7.3 304M, fram the causes and an the date stated abave. 


ENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours ai 


moy be retainec™ey the hospital or attending physician. 
ECTOR: After this certificote has been signed by the ottending physicion and completely filled in by 


poge 3 shauld be detached far use as the burial-transi 


\ y, ADDRESS (Street, city or tawn, state) DATE SIGNED 

! f { 

@ Sewarur_ SV VAL Wt Aa jl _... Sykesville, Maryland __ November 10,_1959 
zigi: | en Tse Kann, HD. __Spinghiada State Rogptta 
& 3S |, | 2b. DATE THEREOF ‘Tc. NAME ADF Cl 
xrée f ; 

2 (2) 24a. REC'D BY REGISTRAR 
Nea DaTHOV 1.3 5S Cntbun & Hiasaes 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12420 
124 33 CERTIFICATE OF DEATH Reg. Dist, No. 


od 


Ste = 
2 = IPL ELAGE CF PeAtes 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
oa z o- c MARYLAND b. COUNTY ¥ 
' 2 arroll Montgomery 
3 3 b. i oS (If ie eee limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
ond ie rere ow 
eh ee Henryton 2 days Spencerville (DS Kae 
» 3 d. pete aaa (tf nat in hospital, give street address} d. ance e. Bes 
a = — 3 
Co : Henryton State Hospital Box 6, Batson Road ves fd NOC) 
a fee 
°o . NAME OF i a 
co DECEASED wig Bicile lost 4. DATE Month Day Year 
eae {Type or print Samuel Theodore Kelly DEATH 11 27, 1999 
z & 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE sa IF UNDER 1 YEAR|IF UNDER 24 HRS. 
= oss birth 
z é Male Negro WIDOWED EJ pivorcep [] 6-27-1890 ieee A a A Te |e 
<4 ge 10a. ao Crielgallieid ene kind a oe 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 = uring most of working life, even i reli 
Pee ae Spencerville, Md. U.S.A. 
g mg 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
» [oJ 
fier Nelson E. Kelly Selena Taylor 
‘ oO 3 ys WAS. eae aN ws. ips id roRese 16. SOCIAL SECURITY NO. INFORMANT Address 
pes lac ares Nes gipiiertr ase o tsi 
Se No | Unknown Eleanor Smith - Niece Box 6, Batson Rd. 
3 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c)-} INTERVAL BETWEEN 
& 
: __ PARTI DEATH MADIATE Cause (a) Corebrovascular accident due to hypertensive 
= et oveto cardiovascular disease. 


ceasing ot. il ) Undiagnosed minimal pulmonary disease. 
gove rise ta immediote 
couse (0}, stoting the under. ( “SHEE 


€ lying couse last. () 
os a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
> Je 
a as yes nog] 
2 = | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 1B.) 
3 & | OR CONTRIBUTING LJ CAUSE OF DEATH 
= © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
G ]20c. TIME OF INJURY Month, Day, Year ]20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ie (City or town) (County) (State) 
5 Hour a.m. foctory, street, office bldg., etc.) 
: p.m, 


21. t certify thot ! i cijended Nag deceased from._. 
ee a and that death accurred ot? 


AM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Lire?=o? 


alive on 


ENDING PHYSICIAN: The law requires that the death certit 


y the haspital ar al 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral director, 


ACTUAL he any pre Pijer, aa 2. 


SIGNATURI 


s 


NAME (type] . Edgars M. Maculans, Ee, 


the registrar priar to burial, cremation, ar remaval, and in any event within 7} 


Page 3 shauld be detached far use as the burial-transit permit. 


may be retaine: 


TO HOSPITAL 


eel 


4 


: The law requires that 


~ 
a 
= 
2 
es 
Be 
23 
Ta 
2s 
ae 
Le 
28 
se 
es 
ow 
BE 
as 
ye3 
< 
2g 
° 
i*] 
[-3 


= 

3 

a 

= 

2 

sh 

fo 
<eZet 
VUt=en 
meee o 
& 5.28 
@BoEw 
on,2 
2322 
Hy 
one 
ore & 
xy 
a 
Pa 
a2 


. 


the registrar priar ta burial, cremation, ar remaval, and in any eve 


TO HOSPITAL 
may be ret 

TO FUNERAL 
page 3 shaul 


VS A15 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


12422 


Reg. Dist. No. 


~ vs 
& z = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before admission) a 
Oo 
ay 3 MARYLAND fine yland b. COUNTY 
< ° 8 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF ony corporote limits, write RURAL and give neorest town) 
8 8 RURAL and give nearest tawn) hi Baltimore» 5 4 5 
vs? Sykesville, Maryland | 5yr.2mo.1lda altamol 3Va 1 
2 o d. NAME OF HOSPITAL (If not in hospital, give street oddress) STR! ADDRESS . 1S RESIDENCE 
©) | eee Se Wie st. aie 
e 35 O15 Springtield State Hospital yes (] NO 
o e 

£5 3. NAME OF Fi Middl Lost 4, DATE 
3 oe DECEASED rae iddle Da Month Doy Yeor 
are (Type or print) Benedict Thomas Krug DEATH aa 12 1959 
= > 6. COLOR OR RACE | 7. MARRIED ["] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years [IF UNDER TYEAR]IF UNDER 24 HRS. 
3 10-28-92 ms a birthday) a 
> 2s wiDOweED [} DIVORCED [} cn Oo yrs. 
3 E 8 : 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 
£ 3t Maryland 1S a 

2 : 
ae 4g 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

S * . 

£3 a Frederick Krug Madelene Gast 
2 $ 93 15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
S. Satie T¥au, no. or watnown) id 

Dek Qs ’ r Hospital Records 


DEATH [Enter only one couse per line far (0), (b}. ond (c).] 


i OFATH was Causep sy: }yocardial Infarction 
IMMEDIATE CAUSE (0} 


af DUE TO F ; E 
. Generalized arteriosclerosis 


ee ay BETWEEN. 


Conditions, if ony, which 


0), stofing the ynder- 


ing couse lost. 


L. Past tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
Mental deficiency, undifferentiated. a hae 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port or Part Il af item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour. m. White Not while 
p.m. 19 lat work [] at work [J 


21. | certify that | attended the deceased from.____AUg« 


a 


‘20e. PLACE OF INJURY {Home, farm, ; 20f. (City or town] (Ce State 
foctory, street, affice bldg., etc.) H ice u er! or 
' 


2955 ., 19... 
and that death accurred di 


MEDICAL CERTIFICATION 


piomg eS eye A 19.22 that | last saw the deceased 


.-M, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Springfield State Hos 


M.D, 


won e ne SPEINELLELG babe AoSps a 
"5 Walter Kno: M.D 
NAME tan tel PP» is) 


1 a --aykesville, Maryland on... 
‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or caunty} {Stote) 
GR 4 
ura. Nov. 16, 1959] Holy Redeemer 
23. FUNERAL DIRECTOR'S SIGNATURE 


Baltimore, lid. 
ADDRESS. 24a. REC'D BY REGISTRAR ‘2éb, REGISTRAR'S SIGNATURE 


Ullrich Funeral Home 2112 Dundalk Avi patNOV 17 '59 nity  Koarat, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 te 4 2 i 
‘ 124 CERTIFICATE OF DEATH 


Cel 


% é2 Reg. Dist. No. 
$ 3 ea 1. PACE OF DEATH yy, 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
Pare = 9. b. COUNTY ? 
oo eas /)) 2A MARYLAND - y 
e Be ( Ml cn ® TOWN (IF outside corporate limits, write | c. ey OF STAY IN 1b c. CITY OR TOWN {IF outside corporote limits, write RURAL and give nearest town} 
os RAZ and gi 4 , 
€ j 5 
in Z r 
Ss d. NAME OF HOSPITAL (if nat in hospitol, give street address) _/7 d. STREI e 5 RESIDENCE 
#3 / | 
adit x OR JNSTITUTION l i NA FARM? 
Pa : 1 a No SL 
£5 3. NAME OF . First Middle tot 4. DATE Month Doy Yeor 
3 (Type or print} C ha rL é ic DEATH enley) So v.57 
e 5. SEX 6. COLOR-OR RACE ]7. MARRIEDG NEVER MARRIED [1] |8, DATE OF BIRTH GE (In years [IF UNDER | YEAR] IF UNDER 24 HRS. 
‘= 7 5 i “gst birthdoy) [Months | Do Hours | Min. 
li: wipowep [} Divorced [] 7 yrs. 


ficate be executed within 24 haurs o! 


3 
> 
° 
: ys Z, 
ag a i £ 
3 ae 100. USUAL oc et, ag kind af work done} 10b. KIND OF BUSINESS OR INDUSTRY [A1. BIRTHPLACE {State ar foreign country) 12. 7), OF WHAT COUNTRY? 
82s uring mgsfatworking life, even if retired) | t 
Sere ‘ ey. e Si Han Pe eee 
58 5 }13. FATHER'S Ny 2 74, MOTHER'S MAIDEN NAME 
58s I } ¢ ZL 
pete Viititll2 Nl Le MY eco 
= 3 8 3 “115. WAS DECEASEDEVER IN U. S. ARMED ForcES? |16. SOCIAL SECURITY NO. |17. INFORMMANT 
= Ee Teno. oF urban) | I yas, give wor pr dots ot service] | pe 
aon a) + Li } | ptr 
ex £20 a = : 
a 2 Bee ]j8. CAUSE OF DEATH [Enter anly ane cause per line far {of (b). ond {c}.] TE aS, 
o£ a5 PART |. DEATH WAS CAUSED BY: 
She oa 4 ‘ Th DEATH MEDIATE CAUSE [o) ARTEREOLAR NEPHROSCLEROSIS, MALIGNANT 2s 
= v , o 
dail te oe a ae QUE To 
4 
= f2> Canditians, if any, which ty HY PERTE eats CARDIOVASCULAR DISEASE 10 yrs. 
s BEo gove rise ta immediate 
5 Bae cause {0}, stoting the under. ( OVE TO c 
Pelee lying couse lost. (3) 9 10 yrs 
¥ 3 s. 5 ce rs Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vfo)} 19. fe eeu 
SSots = ME 
Buse < ves [} No fj 
gagoo u 
Foot BS = [20c. ACCIDENT WAS UNDERLYING []_ [20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 1B.) 
ee oye & JOR CONTRIBUTING L) CAUSE OF DEATH 
<eges © { (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S522 °° z 
ey ka Lk... Uae 
Yszss § [2c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (State) 
eles 3 Hour a. m. While: Nat white foctory, street, affice bldg., etc) | 
zsE25 z p.m. 19 Jot work [J ot work 
oZ,os . O15 ; <e 
iz 25> 3 21. | certify that | attended the deceased from. le ee ~ LO _____, 19.97 that | last saw the deceased 
aL<e8 
os > % 3 alive an_. N =a, and that death accurred ot Atl Ay, fram the causes and an the date stated abave. 
r=6 3 s ADDRESS (Street, city ar town, stote) DATE SIGNED 
Me: | [te uo, .......--Mdborty Read at Eldersburg 11/10/59 
Orava / ee 
ae4uds PHYSICIAN'S 
Ses ge NAME tiyee)_< ime He Lawson, Jre, MaDe =---.----- Sykesville=2,_ Maryland 
= 2 
jel &3 af 70. pepsin easy ‘Mb. DATE pee 2c. NAME OF CEMETERY OR CREMATORY pow, ity, town, or county) (State) 
e> o> POV. 4 + y, 
fo kt il2<57 | aden apdecaerl 
er oF \ RRECTONS NATURE pooress . // 24a, REC'D'BY REGIPTRAR | 24b. REGISTRAR'S SIGNATUR 
Y Soe y) Mf 15 Clutt 
VS A15 (4) pe , 7 oan NOVI 8'59 Clvtban £. Kiana, 
15M 10/57 LEAL AL. L ha: A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 423 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH a 


1, PLACE OF DEAT! 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before ‘odmission 


oe, COUNTY pas b. COUNTY 


OR TOWN 1 eumecrpree Hin ie ADEA Eaaltell te LENGTH OF STAY IN 1b 4 T i te limits, write RURAL ond an RA town 


ur files, 


‘or 
TO FUNERAL DIRECTOR: Page 3 should be used as 0 burial-transit permit. , File pages 1 and 2 with the State Boord of Health, 


Oy Nol 


Sof No [] 


iddle a m A H 4 wa“ | oer dn Yo Month ns 


6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED (-]| 8. DATE OF BIRTH | be revs 1E Li = UNDER 24 ARs. 


oe —s pivorceo [J R- es if, wr S| CF» Monthy] Doys | Hours | Min. 


kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY n. BIRTHPLACE (Stote or foreign country) ae CITIZEN OF WHAT Ci yr ae 


14. Mi rf Mi are 


15. WAS DECEASED EVER IN U. Nlat FORCES? a SOCIAL SECURITY NO- Aoi a 


(es, no, or ~~? ; (if yes, give wor or doles of servica) 


18. CAUSE OF DEATH [Enter only one cause per lin ae (e) (bh ond (9) 
PART 1, DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0) 

DUE TO 

Conditions, If ony, which 

gove rise to immediote care 
(0), stoling the underlying( CUETO 
cauielos, | e) 


d. NAME OF Zaicosleg Cue, OR INSTITUTION [If nat in hospital, gave cal ie STREET ADDRESS. a e. ek "RESIDENCE 
[ves 


If any delay is necemory, please 


4 should be forwarded to the Chief Medicol Examiner's Office along with form PM3. Page 5 may be retained f 


{tem 18. Give Pages 1, 2, and 3 to the funera’ 


im pencil 


LL ie hed 
ERFORMEO? 


a) oO We oO 


200, EXTERNAL CAUSE WAS. 
PRIMARY CJ of CONTRIBUTING 1) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, | INJURY OCCURRED |2Ge. PLACE OF INJURY (Home, form, 1 20f. (City or town) “{County) ~ (Slots) 
Hour 9. m. While Not white foctory, street, office bldg., etc.) | 
p.m. of work [1] ot work 


ting the word “pending™ 
MEDICAL CERTIFICATION: 


e. wri 


Inspection Dg. Inquiry [, and in my 
x. Accident [_], Suicide [], Homicide [[], Undetermined monner oO 


SGreature | hg ge MEDICAL EXAMINER [7] DATE SIGNED 
ASSISTANT MEDICAL EXAMINER [7] Meu/ F J “A 


EPUTY MEDICAL EXAMINE, RT 


= 
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Pad 
ie 


execute the c! 


EXAMINER'S 


Te. ate “OF CEMETERY OR CpeyATORY 2d. "ATION ( (City, town, or ae) : (Store) 
ho. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


a) 

TEA a ADDRESS REC i 3 

2 tf 

same (ES C7. ee ie Wed, Se oe 


‘or its designated agent, prior to burial, crematian, or removal, ond im any even! within 72 hours ofter death. 


TO DEPUTY MI 


esl 


Ww ce 
a, ge 
s 38 
e 
. Bet: 
£3 
gue 


6 


Pages 1 and 2 should be 


ysician and campletely filled in by ! 
death. 


Then please remave carbon papers. 


that the death certificate be executed within 24 haurs after, 


jires 


tending physician. 


5 
rv 
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5 

3 
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‘= 
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=x 
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os 

FA 


he hospital c 
TOR: After this certificate has been signed by the attending ph 


page 3 shauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs 
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xs 
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pay 
a 
e 


VS A15 (4} 
15M 10/57 


TO FUNERAL D 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5424 
4 CERTIFICATE OF DEATH 1le4 


Reg. Dist. No. 
1 CS age a, Sede tne ee (Where deceased lived. If institution: Residence before admission) 
©. oO. b. COUNTY 
Carroll MARYLAND Maryland M4 Balto. City 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} ore oe 
Sykesville lyr. 22days Baltimore 3VO/-4 
d. NAME OF HOSPITAL (IF not in hospitol, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 1008 McAleer Court yes Q) Nox) 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED | OF : 
(lype or print) Leon Joseph McComas: DEATH November 19, 1959 
5. SEX 6. COLOR OR RACE | 7. MARRIED EX NEVER MARRIED 0 8. DATE OF BIRTH », rafal eisget IF UNDER 1 YEAR] fF UNDER 74 Hes, S 
re Y) Month: Do: Hour: in, 
Male White wiooweo [] oworceo | Dec. 17, 1909 t a ee ee 


Wa, USUAL OCCUPATION {Give kind of work done! 


U 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


Laborer - 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Leon Joseph McComas Catherine Dewart 
yo lee Mas SUE Ee ee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No = 215-09-5359 Springfield Hospital Records: 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b}. ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


Days ___ 
Months 


Bee : DUE TO 


Conditions, if ony, which 0) 
gove rise to immediole 


Septicemla caused by infected gangrenous feet 


couse (o}, stoting the under. ( DUE TO 
lying couse lost. ©). 

Past Il. OTHER, SIGNIFICANT CONDITIONS CONTRIQUTING TO DE. UT T RELATED TO THE TERMINAL DISEASE CONDITI GIVEN IN PART 20} | 19. WAS AUTOPSY 
Acute Grain’ syndrome associaved- wie arug or poison anvoxicatione bayer 
Pa + + 4 4 - ES. NO 

O10 med ation ne e nodosa 


20a. ACCIDENT WAS UNDERLYING () Ob. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part I! of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER} 
}20c, TIME OF INJURY Month, 


TT SS PP LO eo 
Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
share teh aie foctory, street, office bldg., etc.) t 
jot work [7] ot work = [} 1 


MEDICAL CERTIFICATION 


ADDRESS (Street, city or town, stote} DATE SIGNED 
no... Springfield State Hospital......11/20/59 _. 
NAME (type) Agustin delCampo, MD, Syireeval es Mae 2 on ee ee 
Ro. BURIAL Ar eon ‘2b, DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY (Stote) 
DiUns Od ii 2-5 ve New 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


Leonard Y. Ruck 5305 Harford Rd. 


‘24a, REC'D BY REGISTRAR 


pate NOV 23 '59 


24b. REGISTRAR'S SIGNATYRE 
Critan £, Kram 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12425 
42438 CERTIFICATE OF DEATH Reg. Dist. No. 


<3 
S 3 4 is AURCE OF DEAT zh sar se (Where deceased lived. If institution: Residence before admission) 
= 2 eo. me. b. COUNTY 
a = 
Sg Carroll ee Maryland Carroll 
= . 8 b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
3 ry RURAL ond give nearest town) 
See 5 2 % Rural Taneytown 
gy pa |. NAME OF HOSPITAL (If not in hospital, give street address) fe STREET ADDRESS e. ‘a Kee aN 
—_— =~ xX * oR INSTITUTION A FARM? 
Bow Biss ve ai No [] 
g 
2 
2 £6 3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
x Br DECEASED | bd 
Ss 23 (Type.er. print) Luther David Mehring death ~=November 10 1959 
yea $. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED] | 8. DATE OF SIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 last birthday) Min. 
2s Male White _|wwoowet —owvorceoO | June 18, 1887 1, 
= Be 10a. USUAL OCCUPATION igite kind af work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BRTHRIAGE (Stote or fareign country) 112. CITIZEN OF WHAT COUNTRY? 
82 3 during mos! of working life, even if retired) 
Rev Farmer Maryland U.S.A. 
o £ 6 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
sus 
§ 8% 
ee Luther _W. Mehring leah Reindollar 
3 3 . WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
E <= faa, 10, OF unknown) {If yes, give war or dates of service) 
ALN | Dr. Percy Mehring, Phila., Pa. 
H 
ca 
€ 
§ 
2 
= 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c).] = INTERVAL AETWEEN, 
PART I. DEATH WAS CAUSED BY: e bhtpts pa 
IMMEDIATE CAUSE (a) BhADTL b 

uel DUETO* ‘. 


Conditions, if ony, which wf 
gove rise to immediote 7 

couse (0}, stoting the under- ¢ OVE TO vA 

lying cause lost. (c} / 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. ws AUTO 
yes] no 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING 1 CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


hysicion. 
After this certificate has been signed by the attending physi 


iw 


The law requires that the death certificate be executed withi 


ing p 


20c. TIME OF INJURY Month, Day, Year 
Hour 0. m. 


p.m. 


20d. INJURY OCCURRED 


While Not while 
ot work ot work 


20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
foctory, street, office bldg., etc.) F 
H 


Akt s._b2,\9IF,1.LL-= 10. , 198 Fihot I lost sow the deceased 


as sa pats 6) See ’ ind thot deoth occurred at________M, from the couses ond on the dote stoted obove. 


ADDRESS (Street, yr town, stote) DATE SIGNED 
settee —2N Reag Dap hhh te cde (ashes Lud A Mcle2S] 


PHYSICIAN'S > bi 
NAME (Type) 


To. BURIAL, CREMATION, | 22b. DATE THEREOF 
REMOVAL (Specify) 
Burial 


23. FUNERAL DIRECTOR'S SIGNATURE 4 
2212 Cd 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN 
the hospital ar ottendi 


@ 


TO FUNERAL DIRECTOR: 


Wc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, ar county) {Stote) 


the registrar prior to burial, crematian, or remaval, and in ony event wi 


page 3 should be detoched for use as the buriol-tronsit permit. 


TO HOSPITAL © 
moy be retain 


ADDRESS: 2aa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


we wie cae NOV 13 '39 Onhan S 


5 


GE 
=> 
<2 
2a 
a2 
Les 
ie. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 124 26 
19439 CERTIFICATE OF DEATH ae 


1. PLACE OF DEATH 2. ba ae (greet os (Where deceased lived. If institution: Residence before admission} 
. COUNTY MARYLAND b, COUNTY 


Carroll "Maryland v 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 


Sykesville yr. 8 mo. day. Baltimore Bvaol-w 


d, NAME OF HOSPITAL (IF not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 5318 Maple Avenue ves] NOC] 


|. NAME OF First ji Lost 4. DATE Me 
Becrasep ‘irs st lonth Day 


Yeor 
Gee Bessie Melvin bears November 22, 19 59 


5. SEX 6. COLOR OR RACE |7. QEXRENPIVEMERDAMRRINKLE | 8: DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR[IF UNDER 24 HRS 


thdoy) | Month: Min. 
Female White  |womprolx oor | 5-12-81 tosbitnsey] [Months] Days | Hours] Min 
10a. ee OCCUPATION (Give kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
bP most of we one? life, even if retired) 
lousewl. Maryland UeSeaks. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


John Hawes Sarah Muse 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 


mie) | oo Springfield State Hospital Records 


1p. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), ond {e).] Shoe ns ay 


rar OATH Wes UE’ 4, Congestive Heart, Failure ‘2 weeks 
“ :0 DUE To 
Gandiiseiait-onyy whieh 3 Arteriosclerotic Heart Disease (decompensated) 
gove rise to immediote 
couse (o}, stoting the under. { DUE TO 
lying couse lost. © 


Onrdiie° BRAN” SYRA PONG “ASUS See TAH CLR ECGDY PAREROARER, WEN °|” Rae 


= me Ie O 
al Arterios rith Psycho 

20a. ACCIDENT WAS UNDERLYING [1] fob- orscribe HOW SNJURY OCCURRED. (Enter knoll yn in Part | or Port Il of item 1B.) 

OR CONTRIBUTING 1) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


funeral dii 


Poges 1 ond 2 should be fi 


aftest death. Page 4 


ld 


after death. 


Then please remave carbon papers. 


‘ansit permit. 


f20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —{20e. PLACE OF INJURY (Home, form, 1 20F. (City of town) (County) {Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 Jat work [J ot work 1 


MEDICAL CERTIFICATION: 


ta. 
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i, fram the causes eke an the date stated abave. 
ADDRESS (Street, city ar town, stote) DATE SIGNED 


® 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S 


NaMCiven___ Joseph Flores Springfield State Hospital, Sykesville, 


‘220. BURIAL, CREMATION, | 2b, DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 


ur c 
23. Pay hid RAL DIRECTOR'S : piles ATE aa 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


WY SALY ot ee - we 


the registrar priar to burial, cremation, ar remavol, and in any event within 


page 3 should be detached far use as the burial 


moy be retain 


TO HOSPITAL 0} 


Bs 
ae 
2a 
32 
Led 


7 


tem 18 Film a5 AARYLA 


Y ND. STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 124 27 


ee 


—_ 
i) 


20e. PLACE OF INJURY {Hame, farm, T 208. (City or town! [County [Stote 
factory, street, office bldg., etc.) | eee \ i oe 
H 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 
Hour 0. m. 
p.m. 


While Not while 
Jat wark ([] at wark 


MEDICAL CERTIFICATION 


+. =e 4 CERTIFICATE OF DEATH Reg. Dist. No. 
E) 3 i J Lene at 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
5 et - Carroll manvianp |] & STATE rh! 
ge = 7 5 be |<. City ORT 
a o 3 b. CITY OR TOWN (If outside carporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 
g s RURAL and give nearest ts / _ 
uo 52 sville (Rural) iim. 27 de Frederick ths A 
32 Uh Ke 
@: 2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS Is RESIDENCE 
o e Li OR dae ON A FARM? 
g BS ors Springfield State Hospital 227 We Fifth Street ves 0) No 
os es o 3. ECC ASED First Middle Lost 4 Pa Manth Day Yeor 
= 3- 
pars (Type or print) Della Henrietta Miss peatH ~~ November _16 19 59 
= 28 5. SEX 6. COLOR OR RACE |7. MARRIED Bhwever MARRIED. 8. DATE OF BIRTH 9. Be (lnireer iF UNDER 1 YEAR) IF UNDER 24 HRS. 
3 8 8 isd, last birthday) [Manths} Days | Hours] Min. 
3 i Female White —_ |woowes (°OPBRA January 25, 1898 6]. 
Ss & Be 10a. USUAL OCCUPATION {Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
o 8g during mast af warking life, even if retired) 
5 ve Housewife - = Maryland UpSehe 
an = a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
» 58 
Ss Se George Whipp Annie Howard 
es 
fe sy 8 1S. WAS DECEASEDEVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
oni o — {Y¥es, no, or unknown) (it yes, give wor or dates of service) 
B gt No | ae 219-820-0518 | springfield § 
3 = io 18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
vu fa PART |, DEATH WAS CAUSED BY: Rupture of left ventricle myocardium OnSST ANT SAM 
£ o § IMMEDIATE CAUSE (a) = 
= - 
= Se 420,) DUE TO s ae Rad 
~ | 3 é Mi 
£ 3 Seca alt act hil = fyocardial infarction Minutes 
3 3 gove rise to immediate 
om oe cause (a), stating the under ( DUE TO . : 
ges lying couse last. ©) Coronary arteriosclerosis Years 
FA Fal 3 = Paat I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. pias eM 
=-— by )? 
ag Schizophrenic reaction, catatonic type i ves Rf NOD 
Be 2 2 200. ACCIDENT WAS UNDERLYING 2 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port 1 ar Part II of item 1B.) 
Z35 OR CONTRIBUTING [1] CAUSE OF DEATH 
qevu (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a 
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the haspi 
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page 3 shauld be detoched for use as the buriol-transit permit. 
the registrar prior to burial, cremation, or remaval, and in any event within 72 haurs after deoth. 
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Cirthun 8. Aah 


< 
& 
> 
a 
= 


VSM 9/SB 


cael 


\ 


funerol director, 
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ea ey the hespi 
poge 3 shauld be detached far use as the buri: 


TO HOSPITAL O} 
moy be reta: 


VS AIS (4) 
15M 9/58 


MARYLAND STATE DEPARTME 


CERTIFICATE OF DEATH 


NT OF HEALTH—BALTIMORE, 18 
12428 


Reg. Dist. No. 


22444 


1. PLACE OF DEATH 
. COUNTY 


Carroll 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b 
RURAL ond give nearest town) 


Henryton 98 days 


MARYLAND 


2. USUAL RESIDENCE {Where deceased lived. 
0. STATE Maryland b. COUNTY 


c. CITY OR TOWN (If outside corporote limits, write es ond give nearest town) 


Baltimore V 


If institution: Residence before odmission) 


v 


d. NAME OF HOSPITAL (If nat in hospital, give street address) 


OR INSTITUTION 

henryton state Hospital 
Middle 
bernice 


First 


|. NAME OF 
DECEASED . 
Macie 


(Type or print) 


e. IS RESIDENCE 
ON A FARM: 


Yes [] NO 


d. STREET ADDRESS : : 7 
666 sarah ann street 


4. DATE 
OF 
DEATH 


Lost 
Moon 


Month Day Yeor 
November 73. 19 59 


5. SEX 


female 


6. COLOR OR RACE 
Negro 


7. MARRIED [[] NEVER MARRIED PX | 8. 
wipoweD [] DivorceD [] 


DATE OF BIRTH 


12-27-1932 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Months] Days | Hours] Min 


10a. USUAL OCCUPATION (Give kind of work done} 10b, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 


during mast of working life, even if retired) 


None 


lost een 
2 
12. CITIZEN OF WHAT COUNTRY? 


yrs. 
Saltimore, Maryland be Ae 


13, FATHER'S NAME 


Okay Moon 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Yas, no. or unknown) | IIf yes, give wor of dates of service) 


No 


INFORMANT 
218-28-6214| Macie b. moon = Patient 


14, MOTHER'S MAIDEN NAME 
tmma smith 


Address 


18, CAUSE OF DEATH [Enter only one couse per line for {o], (b). ond {c)-] 
PART I, DEATH WAS CAUSED BY: Gardio-Vas 


INTERVAL BETWEEN 
ONSET AND DEATH 


cular insufficiency 


= IMMEDIATE CAUSE (o}, 
FO DUE TO 


Conditions, if ony, which Far advanc 


(b) 


ed bilateral Cavitary | 


gove rise to immediote 
couse (0), stating the under- 
lying couse lost. 


DUE TO 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 1 


Pulmonary ‘tuberculosis : 
(©) 


WAS AUTOPSY 
PERFORMED? 


yes] Not] 


200. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING (] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. 


{Enter nature of injury in Port | or Port Il af item 18.) 


20c. TIME OF INJURY Month, 
Hour a.m. 
p.m. 


Year | 20d. INJURY OCCURRED 


While Not while 
jot work [] of work 


Doy, 
9 


MEDICAL CERTIFICATION 


13 


alive oH 


ACTUAL 
SIGNATURE. 


RANE re br. Kdgars M. naculans.s aupte 


20e. PLACE OF INJURY (Home, form, ier (City of town) 
foctory, street, office bldg., etc.) 


712 a and that death accurred at. A 


(County) (Stote) 


November 139 59nhat | last saw the deceased 


, fram the causes and an the date stated above. 
ADDRESS (Street, city ar town, stote) DATE SIGNED 


11-13-59 


19.99 to 


spital, Henryton, md, 


22g CREMATION, | 22b. DATE THEREOF 


274. LOCATION (City. town, or county) (State) 
ce 


ELIE TO CR ‘ 


Ihe theTS o 
23. FUNERAL DIRECTOR 


da. TI ‘ab. REGISTRAR’ 'S SIGNATURE 
bi REGRY ae BAS ? 


gigs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12k4 2 CERTIFICATE OF DEATH 


12429 


Reg. Dist. No. 


a 


lying couse lost. © 


Paat Il. OTHER SIGNJFICANT rane CONTRIBUTING TQ DEATH BUT NOT RELATED TQ. THETERMINAL DISEASE CONDITION GIVEN. IN PART 1(0}|19. WAS AUTOPSY 
Sie me c_bra romé ass ociaved wit circulatory disturbance, with veo) Now 


syn 


200. ACCIDENT WAS UNDERLYING [J 
OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 


}20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 
foctory, street, office bldg., etc.) G 


Hour o. m, 


While Not while 
‘ot work [} ot work 


MEDICAL CERTIFICATION 


Pu, fram the causes and an the date stated abave. 


the haspital ar attending physician. 


Se te 
es 3 = a PLACE OF DEATH ea USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} , 

s 8 °. 0. STA b. COUNTY 

: £ g arroll MARYLAND Maryland 

<= . b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town} 

8 s RURAL ond give neorest flown} _ 2.5 

aoe Sykesville 2yrs.9mos.2hdays Baltimore BVeal 
1S: eS d. NAME OF HOSPITAL [if not in hospitol, give street address) d. STREET ADDRESS e. 19 RESIDENCE 

tS ah 3 — OR INSTITUTION yA vA ON A FARM? 

ae Ney, Springfield Szate Hospital 301 Clearsping Road Yes) No 

7 = $ 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
» x coed ‘. 
& 23 {Type or print HERMAN RUNGE DEATH November 19 1959 
= 

£ > 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 2 lost birthdey) [Months] Doys | Hours] Min. 
= oe Male White —_[wwowen pworceoC] | November 23, 187 ys. 

= € a “1100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 68 a5 ~~" during most of working life, even if retired} 

Boxed Salesman Germany U.S.A. 

3 s 2 2, 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

2 88s 

me toe ay Alfred Runge Beatha (last name unknown) 

eee 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 

= ge a (Yes, 00, oF unknown) GE yes, give war or dates of service) i 

2 of | age Records, Springfield State Hospital 

ee 

io ae, & 18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c).] INTERVAL BETWEEN 
° 2 a PART I. DEATH WAS CAUSED BY: 5 i ONSE ANG Eola 

2 o¢ » DEATH MEDIATE cause @_ Arteriosclerotic heart disease Years 

£ oe wd 

5 fF G28. DUE TO 

eS 2 

= fz Conditions, if ony, which w__ Generalized arteriosclerosis _Years 

s ge gove rise to immediote 

Mes couse (0), stoting the under: ( DUE TO 

ie: 

2 

8 

> 

2 

= 

5 

< 

uv 

a 

> 

=x 

= 

oO 

Zz 

oa 

z 

é 

5 


the registrar priar ta burial, crematian, ar remaval, and in any event within 


page 3 shauld be detached far use as the burial-transit 


. ADDRESS (Sireet, city or town, stote) a DATE SIGNED 
& Senaton : hel Cuusea. wo, Springfield Stake Hospital 11-19-59 _ 
—= ie z = 
3 aa Fi 
284 PHYSICIAN'S ‘ a 
ees P| Raa NS, Agustin del Campo, M.D. le, MarVigad. i ~ a - | =e 
& 82 220. BURIAL, CREMATION, | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, tewn, oF ae (Stote) 
QS REMOVAL (Specify) : , c $ y,. 
ofo Ridge Cent, Y 
ee 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS fs rece 6 RECHTIAR ab. REG! STA 
S Al 5 es hs ‘i 
ten 256 ohn A, Ibnan J000£ 5 “altimone Stneet ATE 


MARYLAND STATE DEPA’ 


12443 


cca 


RTMENT OF HEALTH—BALTIMORE, 18 _ 
CERTIF 


ICATE OF DEATH 


12430 


(UF yes, give war or dotes of service) 


(Yes, 00, oF unknown) | 


_No 


Springfield Hospital Records 


= as Reg. Dist. No. 
es 32 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
8 g 2 Bq] | 0, COUNTY LORY 0. STAT b. COUNTY 
pare i Carroll se sie Maryland Balto. City 
<= 2 g 'b. CITY OR Mae {If outside corporote limits, write c¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (lf outside corporote limits, write RURAL ond give nearest town) 
8 3 RURAL ond we town) : ; 
ee S Sykesvilie 1 month Baltimore VO! 
AY 2 |. NAME OF HOSPITAL {if not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
[) pe - s on INSTITUTION, ON A FARM? 
sO | Springfield State Hospital 1315 Valley Street ves] No 
5 3. NAME OF First Middle Last 4, DATE Month Day Year 
- DECEASED | OF 
3 (Type or print) William James Ryan DEATH November 3, 19 59 
3 5. SEX 6. COLOR OR RACE |7. MARRIED [Mf NEVER MARRIED [} | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
8 67 lost birthdoy) [Months] Doys | Hours] Min. 
Male White wivoweo [] ovorceoQ] |November 2, 1867 yn. 
< 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or forbign country) 12. CITIZEN OF WHAT COUNTRY? 
F during most of working life, even if retired) 
tring conductor - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Frank J, Ryan - Braden 
1S. WAS DECEASED EVER IN U. S. ARMED bey esa 16, SOCIAL SECURITY NO. INFORMANT Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 
PART I. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon popers. 


TENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours 


alive on_ November. ee , 19.59. and that 


ACTUAL 


21. | certify that | attended the deceased fram October 2, 


death occurred at_5 2) 


ADDRESS (Street, city or town, stote) 


eG 1959_, toONovember 3, _, 1959 that | last saw the deceased 


IMMeniAtenvee o)___ Arteriosclerotic heart disease Years 
4 DUE TO 
< Conditions, if ony, which a +t ros Years: 
€ gove rise to immediote Pe 
& couse (0), stoting the under- ( CUETO 
4 5 lying couse lost. (c) 
a. 5 rs Paer Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) | 19. PaFORMEDT 
= % C.B.S.assoc. with senile bra sease with psychotic reaction. ves) NOD 
2 = 20a, ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B.) 
3 = OR CONTRIBUTING CJ CAUSE OF DEATH 
5 U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 ay 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 1 20f, (City or town) (County) (Stote) 
Ey 8 Hour o. m. While Not while foctory, street, office bldg., etc.) | 
Ss = p.m. v lot work [7] ot work H 
4 
° 
2 
© 
= 


AM, fram the causes and an the date stated abave. 


DATE SIGNED 


11/3/59 


the registrar prior ta burial, cremotion, or removal, and in any event within 72 hours 


Page 3 shauld be detached for use as the buri 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by 


|| [ex Loeetier hel Crm vo, Sp¥ingfield State Hospital 11/3/59 
Oe 
2 bs seca 
Ze NAME (Tyee! Agustin delCampo, M.D. _sykesville, Maryland Lt gee See 2 
a 3 RIAL, | REMATION, | 22b. ie ere Qc. MAME OF CEMETERY OR CREMATORY. Tad. LOFATION (City, Age pr county) (Ste 
Q> 1 (Specify) Z i 

i x Ly 
° > 
e 234 Fl JNERAL rele R"! rE Qda. REC'D BY REGISTRAR | 24b. REGISTRAR’S JI TUT 
reas ; ae £36 cnet [8 es AEE 
1SM 9/SB AAA: f DATE 
; 
\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12451 
12444 CERTIFICATE OF DEATH ae. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissian) 


0. COUNTY 0. STATE b. COUNTY 
Carroll Lo Maryland Balto.City 
b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN ([f outside corporate limits, write RURAL ond give nearest town) 


Sykesvi + dd 5 mos. 28days: Baltimore 18 3Vol-Y. 


d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS ©. 1S RESIDENCE 
OR INSTITUTION. ON A FARM? 


Springfield State Hospital 3803 Ednor Road yes) Nomy 
. NA oe First Middle Lost 4. DATE Manth Day Yeor 


(Type or print) Katherine O'Connor Rytina death = Noveriber 12, 1959 


5, SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8. DATE OF BIRTH ¥. AGE tin yoor, TIEUNDER LYEAR]IF UNDER 24 HRS. 
urthdey) | Months| Do Hi Min. 
Female _| White wiboweD oworceo] | November 2h, 1889 | ‘98 s] Doys | Hours] Min 


&@ 


Pages 1 and 2 shauld be filed with 


yes. 


10a. USUAL OCCUPATION (Give kind af wark dane]10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife - Maryland U.S.A. 


| 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Roger O'Connor Ann Flynn 


. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
fet, no. oF unknown |" Yes, Give wor or dates of service] 


No - ~ Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one cause per line For (6}, (b). ond (€).] INTERVAL BETWEEN 
cae DEAT MEDIATE CAUSE | ia __ Bronchopneumonia Days 
“ed af DUE TO 


Canditions, if ony, which o Arteriosclerotic cardiovascular disease 
gove rise to immediote 
couse (0), stoting the under. ( PVE TO 


lying couse last. © Generalized arteriosclerosis Years 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 


C.B.S.assoc.with senile brain disease with psychotic reaction. YED) NODE 


‘, 


eel 


Then please remove corban popers. 


200. ACCIDENT WAS _UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(WF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ! 1 208. (City or town) (County) {Stote) 
Hour a. m. While Not while foctory, street, office bldg., etc.) | 
pom. 19 lat work [] ot work [] H 


. | certify that | attended the deceased fram._May_ dh, 19.59, taNovember 12, 1959,that | last saw the deceased 


aay on November_ i Oia 19 59, and that death accurred at_ Ss 358M from the causes and an the date stated above. 
/} ADDRESS (Street, city or town, state) DATE SIGNED 


TENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours affegdeath. Page 4 
MEDICAL CERTIFICATION 


F the hospital ar attending physician. 


ACTUAL 
SIGNATUR! 


‘® 


Riviclanic 


NAME (Type) j __ Sykesville, Maryland 


220. BURIAL, CREMATION, | 22b. DATE THER ic, NAME OF CEMETERY OR CREMATORY id. LOCATION (City, town, or county) {Stote) 


IAD | af ne 27 |CaTWKGRAL- FARLERICK RO MO 


23. erro ORSAIGN: ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


amos k LHOMUELALR Ap |e NOV16'S9] Cetin F Hawa 


v 


poge 3 shauld be detached far use as the burial-transit permit. 
the registror prior ta burio!, crematian, or remaval, and in any event within 72 hours after death. 
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is necessory, pleose exe- 


File poges 1 ond 2 with the registror prior to burig 


‘ith form PM3. Page 5 moy be retoined far your fi 


-tronsit permit. 


fe, writing the word “'‘pending"’ in pen: 


forwarded to the Chief Medicol Exominer’s Office olong 


TO FUNERAL DIRECTOR: Page 3 should be used as © burio! 


s e 
betes 
BEoZe 
we . 
os ‘a 
o° ° 
2 
YS. AISME(5) 


5M 9/55, 


‘ _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4.) 4.30 
ae eee aa ee EA CAL EXAMINER'S CERTIFICATE OF DEATH Lede? 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 4 


oSTATE Marvland b.cOUNTY Baltimore City 


¢. CITY OR TOWN (If outtide corporote limits, write RURAL ond give nearest lown) 


Baltimore 2, Maryland 3V0f 


d. STREET ADDRESS. @, 1S RESIDENCE 


2, PLACE OF DEATH 


“Carroll MARYLAND 


b. CITY OR TOWN {It ouside corporote limits, write RURAL ¢. LENGTH OF STAY IN Ib 
‘ond give nearest tov! 


Sykesville 5 mos. 17 das 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) 


ON A FARM? 
Springfield State Hospital 24 E. Preston Street ves [J No § 

3 NAME or First Middle * Last A ear Month Doy Yeor 

(Type or prin!) Evelyn Blanche Schreck | oem November 24 19 59 
5. SEX 4. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED ff] 8. DATE OF BIRTH STAGE tae TE UNDER 24 HRS. 

Female White wipoweo [] —ovorceo 11526522 36 ae Days | Hours | Min. 
100. USUAL eens kind of work done! 106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during most of working life, even if retired) ~ 

Book Binder = Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

Robert Schreck Agnes Miller 
ne a Sore ea EG sea 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

No - 218-18-3123 Springfield Stete Hospital Records 


INTERVAL BETWEEN 
‘ONSET ANDO DEATH 


seconds 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] 
PART |. DEATH pointe cause fo) ASPhyxia due to occlusion of the trachea by a 


Qos 
VAL1.7 _ pueto piece of meat, 
Conditions, if ony, which o 
gove rise to immediote cours 
{0}, stoting the underlying( OVE TO 
couse lost. (c}. 
ra PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo] 19. one 
- 
S Schizophrenic Reaction, Paranoid ys] nod 
i [200. EXTERNAL CAUSE WAS 2Cb. DESCRIBE HOW INJURY OCCURRED. (Enter nat: f injury in Port 1 MN of i 8.) 
5 |Prmart Cl or CONTRIBUTING ea wath saa ss (Enter nature of injury in Port | or Port II of item 18.) 
& | CAUSE OF DEATH. \spiratea me 
3 20c, TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED |20e. PLACE OF INJURY {Home, form, 1208. (City or town) (County) (Stote) 
6 >How, om. So oe | While Not whil foctory, street, office bidg., ete) ¢ A 
gp de a0 pm 11-24-99 ot work [of work SS Hospital | Sykesville Carroll Md. 


21. I certify that | taak charge af the remains described above, held an Autapsy Oo. Inspectian [], Inquiry (21. and find that 
fram: Natural causes [[], Accident KJ, \Suicide (1. Homicide [], Undetermined cause []. 


erate aap, CHIEF MEDICAL EXAMINER [7] bial 
ASSISTANT MEDICAL EXAMINER [7] 11-24-59 

name “Type) Janes T. Marsh, M.D. DEPUTY MEDICAL EXAMINER §] 

To. BURIAL, CREMATION. |b. DATE THEREOF Tle. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) {Stote) 
) / 

Burtele™ 11/27/59 Moreland “emorial Park | Parkville, Md. 

23. FUNERAL papas Mot at ee paen “ADDRESS Zhao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
al i i 

Ullrich Funer: ome 42. elair Road. care NOV 30°59 eee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ye 
124 CERTIFICATE OF DEATH sug. own; Le 498 


he (ed ae 2. oie oe (Where deceased lived. If institution: Residence before admission} 
x ‘ Carroll MARYLAND || Maryland °U'Y Balto, City 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Tb ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town} 
RURAL ond ors nearest town) 


Sykesville 30yrs:.8mos.20days Baltimore f y 


ai 


@..... director, 


Pages 1 and 2 should be filed with 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS. ae e. tS RESIDENCE 
r OR INSTITUTION ON A FARM? 
~ Springfield State Hospital 1307 Clarkson St. ves] No 7X 
2. I a First Middle fost 4. Lg Month Day Yeor 
{type or pret) Mary Schwarz cam November 17, 1959 
$. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED LI E OF BIRTH 9. AGE es IF UNDER 1 YEAR] IF UNDER BA HRS: 
Female White wipowep [J piorceol] | June 10, 1882 5 yn. 


100, USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


None 
13. FATHER'S NAME 


Leopold Schwarz 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 
(Yat, 10, oF unknown) UF 93, give wor or dates of service) 
No - - 


18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b). ond (oJ 
_ TART! DEATH MEbiatY Cause (o___ Bilateral. bronchopneumonia 
poo DUE TO 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


11. BIRTHPLACE (Stote or foreign country) 
Maryland 
14. MOTHER'S MAIDEN NAME 
Carrie Schauman 
17, INFORMANT Address 


Springfield Hospital Records 


urs after death, 


INTERVAL BETWEEN 
ONSET AND DEATH 


D, 


Then please remove carban papers. 


that the death certificate be executed within 24 haurs afte; death: Page 4 


Congestive heart failure 


Conditions, if ony, which o 
gove rise to immediote 


ires 


cate has been signed by the attending physician and campletely filled in by 


g 
£ 
= 
= 
ie 
A 
s 
3 
=e 
Eo 
: Sec i DUE TO 
= és coute (0). stoting the under: 4 ¥ ‘ 
Setse lying couse lost. o—_Arteriosclerotic heart disease 
3985 ° z Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
fg523 6 |8| Epilepsy with mental deficiency — PERFORMED 
rs 28 SAS pees cy ves] No 
Foose = [200. ACCIDENT WAS UNDERLYING (]__] 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Por! It of item 18.) 
Sie bie . | & Jor CONTRIBUTING 1 CAUSE OF DEATH 
zegzs % | WF EITHER, NOTIFY MEDICAL EXAMINER) 
Zeees & [2c TIME OF INJURY Month, ay, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F, (City or town} (County) (tote) 
Zales 2 8 Heer Loam: White = Not stile factory, street, office bldg., ete.) ! 
eh ey jot work ‘ot work . 
eoi-g 2 pm. 
See iD vs 
g $235 21. | certify thot | ottended the deceased from _NoOVe 11s ____. 19. 28. to 
z 35 
gots alive on. November 17, _ 12. 22... and that death occurred a _M, fram the causes and an the date stated above. 
° 
GLess 
£2632 ADORESS (Street, city or town, stote) DATE SIGNED 
= 52 
@::: ne GA. __Springfield State Hospitel 11/17/59 
Ocapva | 
2o425 t PHYSICIAN'S Francesco Magro, M. De Sykesville, Md, 
Zeg2s NAME (Type) BF» — DE ee ra. ees eee 
ZL"OD Wo. BURIAL, CREMATION, | 226. DATE THEREOF Rs in (OF CEMETERY OR CREMATORY d, LOCATION (City, town, or county Stote 
9553° | oe (Specif 7) (Stote) 
zor oe mde {Of 59 e ntolint whe Ant Mia — 
as gia . 
caer 23. fete RONECIORS SIGNATURE ‘ADDRESS ‘Qo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS ANS (4) ea 
15M 10/57 | AAA AMSA lb [rlo 8 fi] DATE : 


at 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 24 34 
12447 CERTIFICATE OF DEATH ct 


«ye 
$ 3B 3 i \ 1, PLAGE OF DEBT 2, USUAL RESIDENCE (Where deceased ljved. IF institution: Residence before odmission) 

= 2ue y oe MARYLAND P b, COUNTY LA / 
3s b. CITY OR TOWN (If outside corporate Wits, write | ¢. LENGTH OF STAY IN 1b carporote limits, write RURAL and give nearest town] 

$8 8 RURAL ond give ngdrest town 

“aes Abt eps we =e 14 

= a ‘d. NAME OF HOSPITAL WF not in haspifal, give street oddress) . 15 RESIDENCE 
i) * x OR INSTIPUTION ON A FARM? 

z = Ah ——— yes [] No Bf 
2 5 3. NAME OF Fisst ’ Middle» lost 4. DATE Month Do Yeor 

= Br : > 

Se teerrnt | LOMAS — / LAMIMO VS | dear Ain TW A 
s3 & 5. SEX 6, COLOR OR RACE | 7. MARRIED J} NEVER MARRIED [[] | 8. QATE OF BIRTH aoe (In yeon ont Bon V YEAR| IF HEUNDEE 24 HES. 
= intl Y] lonths| Da: Hor 

= q TU i wivowep C] pivorceo [] SI- LF ES fi Y hie 

= { . USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INI HPLACE Yd foreign mir) iia CITIZEN OF WHAT COUNTRY? 
g \ during mpst of bane life Ae if retired) if Z : $ A 

HH (LEZ A Ate ey A) «4 

e ~ ]13. FATHER'S NAME __» r 14, sai Ce NAME 

: e 


tere ZB 400—tOd Ch tg De vIn ae 


15. Wi Y/DECEASEDEVER IN U. S. ARMED FORCES? 


ical 


Then please remave carbon papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


= 16, SOCIAL SECURITY NO. | _ INFORMANT . Address 

= (Yes, noZor unknown! yes, give wor or dales of service) fees 

5 CZ Ww TY ST 1) bt 

€ 

3 1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (¢)-] INTERVAL Be RvEEN 
7° PART |. DEATH WAS CAUSED BY: i 

F Waxascarsgoey. Carcinoma of Head of Pancreas 4 M06 

= ‘sc x DUE TO 

2 

£ Conditions, if ony, which ) 

rf gove rise to immediote 

= couse (0), stoting the under. ( DUE TO 

& ing couse lost. ey 

z Pant Ul OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
rf ves] nope 
= 


20a. ACCIDENT WAS UNDERLYING 1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, aie? Hao (City or town) (County) (Stote) 
Hour o. m. While x. Nola foctory, street, office bldg., 
p.m. 19 lat work [] of work [7] 


4 
9 
i 
< 
¥ 
= 
& 
& 
o 
< 
y 
Fay 
2 
= 


After this certificate has been signed by the attending physician and campletely filled in by t 


ENDING PHYSICIAN 
the hospital ar attending physician. 


page 3 shauld be detached far use as the burial-transit permit. 


21. | certify that | attended the deceased fram_SCPts 1929__, to November 8 19 2 thot | lost saw the deceased 
< alive on______: November 8 _ igoo2 and that death accurred ate 45 fram the causes and an the date stated abave. 
ai ° y ADDRESS (Street, city or town, stote) DATE SIGNED 
9: 18nd D7. C a 11/9/59 
<a 
0 ae PHYSICIAN": 
22 ! | fees thype_ Me C.Porterfield,M 
= of 
woz 220. BURIAL, CREMATIODs | 22b. DATE THEREOF 22d. LOCATION (City, town, os, county, tote) 
238 Seen: cerca |[)—(!~$ i barrel to Vy 
oFo 
FF 


< 
a 


Qda. REC'D BY REGISTRAR aang 8 24b, REGISTRAR’S ZI 


AIS (4) 
5M 9/58 59 


DATI 


al 


Se 
o Se 
o 3 
& 8 
oa = 
a) 
£3 
$ 3s 
2S 


* 


Pages | and 2 should be fil 


Then please remave carbon papers. 


TENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs off 


the haspital ar attending physician. 


-@ 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


page 3 shauld be detached for use os the burial-transit permit. 


TO HOSPITAL 
may be retai 


oO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Items 11,12 FICATE'O DEATH et 
12448 CERTIFICATE OF DE 


124385 


Reg. Dist. No. 


®. a eer i, Hous igs ate (Where deceosed lived. If institution: Residence before aula A 
oO. o. b. COU! 
Carroll hee ee Naryland “fashington 
b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
RURAL ond give nearest town} ene: a 
Sykesville lyr. 6mo.21da Big Pool 21x 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Spri ate Hospital ves fo] NOE] 
|. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED | OF 
{ype or print) Ora Sites peatd ~=November 29, 1959 


5. SEX 6. COLOR OR RACE 


9. AGE (In years [IF UNDER 7 YEAR] IF UNDER 24 HRS. 
ki oe Months] Days | Hours] Min. 
yrs. 


7. MARRIED [] NEVER MARRIED Dgy pr BIR) 
Male wiboweo [] _—sobivorcep [J Pin ee / ES ae 


Wa. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSI! OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 
during most of warking life, even if retired) 

Farming Day Laborer Ahiiétd Virginia 

13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


12. CITIZEN OF WHAT COUNTRY? 


Mikthbdd U.S.A» 


Unknown Unknown 
BS DECEASED! eee ee ekos Were 16. SOCIAL SECURITY NO. INFORMANT Address 
Unknown - (PUe . | SPRINGFIELD HOSPITAL RECORDS 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), and (c).] 
PART |. DEATH WAS CAUSED BY: 


NY: 
IMMEDIATE CaUsE (0) Far advanced pulmonary tubdreculosis 


AK DUE To | 


INTERVAL BETWEEN 
ONSET AND DEATH 


Conditions, if ony, which (bh 
ov i to i di ote 
dove rise 10 immedion( 1. 10 | 


cause (a), stating the under- 
lying cause fost. fel 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) 


19. WAS AUTOPSY 
PERFORMED? 


Hour o. m. 
p.m. 


foctory, street, office bldg., etc.) | 
1 


While Not while 
lot work [_] of work 


Zz 

6 

2 

5 Senile psychosis, depressed phase. yes(] NoO 
= 20a. ACCIDENT WAS UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 1B.) 

& JOR CONTRIBUTING L] CAUSE OF DEATH 

 [(IF EITHER, NOTIFY MEDICAL EXAMINER) 

e tS ew 3 + eee 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Hame, farm, | 20f. {City or town) (County) (State) 
2 

= 


and , 1955_, tohLovember 29 , 1959, that | lost saw the deceased 


-HOVEMVver  €7_____ ’ 19.5) ...., and that death accurred at 8:20 Pm, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


Agustin del Campo, M. 


MATION, | 22b. DATE THEREOR, Ne. yy y CEMETERY OR 
z 


pHysiofan's 
NAME (Type), 


7d. LOCATION (City, town, ar county) 


2 Le i (Stote) 


OVAL (Specify 2. ge SF ¥, 
9 2b, RECHT Spa e 


MARYLAND STATE DEPARTMENT OF HEALTH— ALTIMORE, 18 Ce iy 
12489 Steen Orbe 12436 


Reg. Dist. No. 


1. PLACE Of DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


8 
g . COUNTY 0, STATE 
4 43 o b. COUNTY 7 
= MARY! 
3a Carroll ea Ind ? 
3 o b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN 1) c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
s 2 RURAL and give nearest tawn) soon 4 
3 Sykesville AGA ? 
v 2 d. NAME OF HOSPITAL (If nat jo haspital, give street address) @. STREET ADDRESS e. 15 RESIDENCE 
3 Lc OR INSTITUTION A, 4 i ‘ON A FARM? 
= 0/9 |SPRin g Frere {Tae ?? yves[] Nol) 
5 
a 
2 
o 
4H 
é 


3. NAME OF First Middle lost 4. DATE Manth Day Year 
DECEASED 
(Typelor print) JoHNn = Smy TH SEATH 47 28 49 
$. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED AX] | 8. DATE OF BIRTH 9. AGE {In on LORE TYEAR]IF UNDER 24 HRS 
" Wh Ribot es oivorceo [] | C/V AMO WA/ See eae Doys | Hours] Min 
5. é - 
£ u IN (G ; . } 
a 10a. ut CG URS LION (ane kind - ork dere 10b. KIND OF 8USINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= luring mast of working life, even if reti P i. 2 [ 
pa CRBOROR: Yok. - LANKA Marylena | MEWS N.S. 
2 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
EZ | UNKNOWN a dds 
8 ee WAS BEC esac a ee U, S. at ae poe ces? 16, SOCIAL SECURITY NO. INFORMANT = Address. 
| fet, no, oF unknown) {IF yes, give wor or dales of service) F , 
ex aw KN ert | UNKNOWN led, Lite) 
a ve INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only ane cause per line far {0}, {b), ond (c).] INTERVAL BeTWEt 
TH 


JFENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours afig’ death. Page 4 


x 
2 
= 
3 
ns 
3 
2 
a 
E 
8 
z 
° 
© 
At 
‘3 
ES 
2 
a 
D 
2 
Seo 
e 
52 
£32 ‘ ne 3 = A po wo 
ae PAR OAT AS SIEGE ARTERIVOSELE ROTi¢ HEART DISEASE. 
oft rs 
ees ¥ I, DUE TO 
Be > Conditi if hich 
= onditions, if any, whic b 
irae ; any ah (bo) 
SE gove rise to immediate 
2 ae cave (o,soting the under DUE TO | 
ee ying couse lost. 
Sees AEM tebe al {¢) 
Bess A Part Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
eae MO'\ I FAR wh fib 0 oP dbeplies RAL set tee a RY THRE Rae's. ACTV'LE. aon 
2 & atk? \ 
Poa & & | 200. ACCIDENT WAS UNDERLYING []__ ]20b. DESCRIBE HOW INJURY OCCURRED. (Ener noture of injury in Port | or Port Il of item 18.) 
Banas & | OR CONTRIBUTING LO] CAUSE OF DEATH 
goes © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
e585 § [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City ar town) (County) (State) 
af 3 5 eur toni: pile, Not while foctary, street, office bldg., etc.) | 
pe 5 = p.m. jot work [[] of work [J 1 
"Sto , ~ = 
Ee 3s 21.1 has Yk attended the deceased from PT : an tof 27- , 19.2G%hat | last saw the deceased 
2228 , i 
2a 3 3 alive one ae {ne P 1259 _, and that death occurred ah2SAm, fram the causes and an the date stated above. 
Sts > A he 8 or DATE SIGNED 
es e. & ) 
tej ACTUAL LN 
e: £5 sete aE u Qa RAW ZR MD. _____ Olea (eg ‘G [i SY 
c azo > 
= = A 
z22235 PHYSICIAN'S P-, s 
igzis / rovscuans JUL AN RAD Z YKENW YeX MD y 
= 3 
BESO D 20. BURIAL, CREMATION, | 2b. DATE THEREOF ‘Zac. NAME OF CEMETERY, OR CREMATORY 22d. LOCATION (Gty/town, or county) Gigte) 
Oo,5 80 REMOVAL (Spey 4 
Dap os ByAL saat) Vey, per Af 
ofo tt Liz 2 LAL Yel fey A COMPA Lda po : 
ee 


< 


{ 23. FUNERAL-DIRECTOR'S SIGNATYRE hi LE ADDRESS o LLY 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
SAIS (4) AV z Tf (hf. ? f 2/4 Zz : 
SM 9/50. , 2 1 ZA Gee. C/ DAT ' 

F 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 YEG 
12459 CERTIFICATE OF DEATH aug. oun nb E94 


nt ass 
S 3 i 1 PLAGE OF BEAT 2 OSUAN RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
e o. ngs b. COUNTY \ 
“3 Carroll AR IEAND, Maryland Washington 
= 3. 2 b, CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote Jimits, write RURAL ond give nearest town) 
8 se RURAL ond give neorest town) 
Pes Sykesville s.10mos. 2days Hagerstown A/os-2 
& iS d. NAME OF HOSPITAL {IF not in hospital, give street address) d. STREET ADDRESS e. 1§ RESIDENCE 
i) ” OR INSTITUTION ON A FARM? 
a Springfield State Hospital None___ yes 1] NO &@ 
8 NAME OF First Middle Lost 4. DATE Month Dey __-Yeor 
Fy Uiypsiripeint) Helen Jeanette Sowers: deat ~=November 22 19 
Ss S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= ta 2 birthdoy) [Months] Days | Hours] Min 
i Female White winoweo [] __ovorceo | January 9, 1892 yn. 
& a 100. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 during most of working life, even if retired) 
€ I Book~keeper - Maryland USAe 
a o 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
Z Benjamin F,. Sowers: Ida E. F, Bachtel 
3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
E {Yes, no, of unknown) {IF yes, give war of dales of service) 
¢ No | ~ ~- 2 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


Lael DUE TO 


Conditions, if ony, which ) 
gove rise to immediate 


Then pl 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs 


ANS 


couse (0), stoting the under- ( OVE TO 
€ lying couse lost. el 
a) iz ‘agt IL OTHER SIGNIFICANT IDITIONS. INTRIBUTING TO DEATH BUT NOT RELATED TO JHE TERMINAS DISEASE {TIQN GIVEN IN PART I{a)|19. WAS AUTOPSY 
ra , [2] Schivophredte” reaction; Rebephrerie type “Fraatare vert: Tibia. at PERFORMED? 
= 5 * yes] no 
2 © 200. ACCIDENT WAS UNDERLYING L]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item ¥B.) 
3 = OR CONTRIBUTING [] CAUSE OF DEATH 
5 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & |20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) (State) 
s rat Hour 0. m. While: .. NevGhile foctory, street, office bldg., etc.) | 
ro] = p.m, 19 lot work [1] ot wark t 

21. | certify that | attended the deceosed from,23, ae oe ee el eee |i) 


and that deoth occurred of! 


olive on_ 


the haspi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by 


_M, from the causes ond on the dote stoted obove. 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


page 3 shauld be detached far use as the burial-transit permit. 


‘ % i ADDRESS (Street, city ar town, stote) DATE SIGNED 
eo || itm ee Liz, del Chapcflo no. Springfield State Hospital __ 11/22/59 
a3 Raa _Ayrevaa¥, My 5 Bae let 
as ie OCATIONWCity, town, or county) {Stote) 
=F rane SD Af 
2 : /; a, REC'D BY REGISTRAR 2d4b, REGISTRARS SIGNATURE 
VSAIS{4) p bie 
1SM 9/SB \ 59. 


Cnt ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


12438 


4 4 CERTIFICATE OF DEATH Aes 
i“ th RR si 2% Kale i Sol (Where deceased lived. If institution: Residence before admissian) 
a, a. b. COUNTY 
Carroll ND Maryland Balto. Ci l 
Ty. o, City 
x) b. CITY OR TOWN iif outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 
5 onli gieatndorest town 
SB Sykesville 8 months Baltimore 12 3Vot 
. d. NAME OF HOSPITAL (tf nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
had p / — OR INSTITUTION. . ON A FARM? 
et Springfield State Hospital 1666 Northbourne Rd ves [] NO 
e 2 
2 3. eso First Middle Lost 4. pare Month Day Yeor 
% (Type or print) Nellie Pearce Stafford eae == November 2h 19 
2 S. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [~] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


: f Hf 
Female White |wioweog] divorced jonths] Doys | Hours | Min 


100. USUAL OCCUPATION (Give kind of work dane! 
during mast of working life, even if retired) 


Saleslady 


3. FATHER'S NAME 
Israel Pearce 


February 6, ™S@r . Gir. 


10b, KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Ohio U.S.A. 


14, MOTHER'S MAIDEN NAME 


Mary Mossholder 


Then pleose remave corbon papers. 


the registrar prior to burial, crematian, or remaval, ond in ony event within 72 haurs after death. 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | _ INFORMANT ‘Address 
{Yen. no, oF unknown) (Ul yes, give wor or dates of service) _ 
No | - 216-03-3102 Springfield Hospital Records: 
18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b). and (c)-) INTERVAL 8ETWEEN 
PART |, DEATH WAS CAUSED 8Y: ‘ Seca 
: IMMEDIATE CAUSE (a) Days 
“ng DUE TO 
Conditions, if any, which »___Arteriosclerotic heart disease Years 
gave rise to immediate 
cause {a}, stating the under ( DUE TO 
lying cause last. () + ios a Years . 


WTel!. OTHER SIGNIFI CONDITIONS CONTRIBUTING TO DEATH RUT NOT REJATED TQ JHE TERMINAL QISEASE CONDITION GIXEN IN PART 1{a)/19. WAS AUTOPSY 
C.BSS .88s0c sw cerebral arteriosclerosis ath psychotic reaction. . ey woo 
(= NO 


200, ACCIDENT WAS UNDERLYING 0 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 18.) 


20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (County) (State) 
factory, street, office bldg., etc.) | 
{ 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a. m. While Not while 
p.m. at work [] at work 


\9 


MEDICAL CERTIFICATION 


alive an_November 2] , ee 1959 and that death accurred at_11: 1. 58Mirom the causes and an the date stated abave. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs of’ death. Page 4 


the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the ottending physician and completely filled in by 


poge 3 shauld be detached for use as the burial-transit permit. 


ee Ly ; Z ADORESS (Street, city or town, state) DATE SIGNED 
& Bm / 7H CLC Masys WA vo. Springfield State Hospital ___11/2h/59. 
£3 / NAME (fype)__Francesco Magro, M.D. 
& 8 20. panae eee ‘2b. DATE THEREOF ‘Tic, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
=? Buriat” | 11127159 | Mt. Olivet Cemetery |Baltimore, Maryland 
2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2d. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
TSM 9758" Howard H. Hubbard 4107 Wilkens Avenue jou NOV 27'59 Chnihan Kat. 


= 


_ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


12439 


Reg. Dist. No. 


12482 


13. FATHER’S NAME 


Joel Bollinger 


urs after death. 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 


(Yes, 10, or unknown) | UU yes, give wor or dates of service) 


No. None 


16. SOCIAL SECURITY NO. 


14, MOTHER'S MAIDEN NAME 


Mary Bollinger 


INFORMANT Address 


Mr. James P. Stahley Taneytown, Md. RD 


Ve. CAUSE OF DEATH [Enter anly ane cause per line far (0), 0) 
PART |, DEATH WAS CAUSED BY: 


d (¢)-] 


INTERVAL BETWEEN 
ONSE: 


AND DEATH 


en Bens 


~« se 
& 3 M 1 PLACE OF ‘DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
8 S a. b. COUNTY 
* og Carroll MARYLAND * Maryland Carroll 
oh ry b. CITY OR TOWN {If autside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN {If outside carporate limits, write RURAL ond give nearest tawn) 
3 a RURAL and give nearest tawn} ‘ 
4 S _Rural Taneytown 2 years Taneytown 
- |. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
* Se INSTITUTION ON A FARM? 
= Peterson Nursing Home E. Balto. St. Yes F) No Bg 
5 |. NAME OF First Middle Lost 4. OATE Manth Day Year 
- OECEASED | 
3 (Type ar print) Tie Stahley DEATH November 27 1959 
2 5, SEX 6. COLOR OR RACE |7. MARRIED EX] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [JF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthdoy) [Months] Days | Haurs Min. 
‘ Female White  |wivowe Q pivorceo [J June 2, 1873 yrs. 
e 
& 10a. USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY { 11. SinTTIBLAGE (Stote or foreign cauntry} 12. CITIZEN OF WHAT COUNTRY? 
Re during mast af warking life, even if retired} 
5 Own Home Maryland U.S.A. 
2 
5 
S 
o 
€ 
id 
ct 
i? 
a 
e 
§ 
= 
f 3 


IMMEDIATE CAUSE {a} C. 
¥ DUE TO ‘ 
Conditians, if any. which (b 


gove rise to immediate 


cause {a}, stoting the under. ( DUE TO 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs af 
MEDICAL CERTIFICATION 


We 
Pte 


bed 


lying couse lost. a 
Parr il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTMOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. was Aurorsy 
YES] NO 
20a. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part I or Part II af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City ar town) (County) (State} 
Hour 0. m. While Not while fadtary, street, affice bldg., ete.) | 
lot work [[] of wark 
ta, ws (27. ——- 1 9. Fiat | fast saw the deceased 


Dam, fram the causes and an the date stated abave. 


ADDRESS (Street, city ar tovgn, state) DATE ay 
ena 3 lz 19 


may be retaineaney the haspital ar attending physician. 
the registrar priar ta burial, crematian, ar remaval, and in any event wil 


page 3 should be detached far use as the burial-transit permit. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the runeral directar, 


SIGNATURE. p.pTeee aN Set 
° 
=) PHYSICIAN'S IK: SS) a 
= NAME (Type) 0 Vawu gh eee er ee ee 4 eee Oe 
a 
oS ‘7a. BURIAL, CREMATION, | 22b. DATE 74 | ORY 72d. LOCATION (City, tawn, ar caunty) Saal 
Q EMOVAL (Spgcify) 
2 23. FUNERAL DIRECTOR'S Rete 24a. REC'D BY REGISTRAR Mb, REGISTRAR'S Ye Waa 
Vs A15 (4) 59 Ontkug J. 
15M 9/58 4 care DEC 'S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


12453 CERTIFICATE OF DEATH nea, own, wed 440 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence befare admission} 
@. COUNTY MARYLAND b. COUNTY 


Maryland Baltimore 
b. CITY OR TOWN (It outside carporate limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest town} 
RURAL and give nearest tawn) 


Sykesville lyr lim 15d Baltimore 3VO/- 


d. NAME OF HOSPITAL {IF not in haspital, give street address) d. STREET ADDRESS: 2. IS Peer 


Springfield St. Hospital 722 Northern Parkway eC) OO 


al 


death. Poge 4 


eo 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician ond completely filled in by the funeral directar, 


. ieeraes First Middle last 4. i Manth Day Yeor 
SS Se Bertha Taylor DEATH 11 15 169 
5. SEX 6. COLOR OR RACE | 7. MARRIED[_] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 


female white wipoweo [] pivorceD [] 7-16-81 Bn Manths] ays | Hours] Min 


10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 


Housekeepe none Maryland U.S. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


George W, Taylor Isabella Ann Sisco 


ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
Ao none Springfield St. Hosp. Sykesville, Md. 
18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c)-] HSL ME 
vu |. DEATH Was caused EY. Bronchopneumonia Ole "Week 
Sy eos x DUE To 


Conditions, if any, which »___Pulmenary Abcess 


ove rise ta immediote 
. ood ¢ DUE TO | 


Pages 1 ond 2 should be fifed with 


er death. 


Then please remove corbon papers. 


cause (a}, stating the under- 
lying cause last. (¢ 


cas” ass. © SIGN! ‘th distur rbance TO sf me BUT ‘abolism, ‘grow! on nutri Ae & 19. race 


h gen p ne 
20s. ACCIDENT WAS UNDERLYING i Pie BEScriBe HOW INIUR CeORRED. (eater Turek Fgura ee Vor Pant Mieke fen 8) 
OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 130k (City or town} (County) (State) 
Hour 0. m. While Not while factory, street, office bidg., etc.) 
p.m. 19 Jat work [J at work 
21.1 certify that | attended the deceased fram. Z. 11-27... 1957 f__, to_. Wis. a 1959, that | last saw the deceased 


alive an_ oY == oftd that death occurred 7B 245hm, fram the causes and an the date stated abave. 
/ ADDRESS (Street. city or town, stote) DATE SIGNED 


| or attending physician. 


, cremation, or removal, and in any event within 72 h 
MEDICAL CERTIFICATION 


5 
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5 
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° 
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vo 
© 
a 
] 
cs 
$ 
3 
o 
2 
3 
= 
© 
= 
= 
z 
< 
o 
3B 
> 
= 
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ACTUAL 
SIGNATURE 


& 


may be retained by the hospi 


PHYSICIAN'S 
NAME (Type) 


Te. BURIAL, CREMATION, | 298/DATE THEREOF 7] 2c. NAME-OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, ar county) (tote) 
OVAL ify} 


urie a 11/18/59 Druid Ridge 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


John 0. Mitchell & Sons, Inc. 1900 Eutaw Place |oseNOV 1 8 '59 Cnitun £ Has 


poge 3 should be detached for use as the burial-transit permit. 


the registrar priar ta buri 


& TO HOSPITAL ©! 


rr 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


eed 


12444 


12454 CERTIFICATE OF DEATH ae eS 


a 
S 1. Lo atl 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

é 0. CO Geel marviano |) °S' Maryland ».counry Montgomery | 

= 2 > b. SN (IF outiide ereeres limits, weite | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

eas ond give nearest town’ . ille - 
3 Sz Henry 14 days Spencerv L 
a 3 d. NAME OF HOSPITAL (tf not in hospitat, give street oddress). d. STREET ADDRESS. e. tS RESIDENCE 
= } OR INSTITUTION ON A FARM? 

SaaS henryton state Hospital ves FE] No $e] 

| wars 

3 o 3. NAME OF First Middle Lost 4. DATE Month Year 

& 23 type of print vackson shomas of November Eh ee 
< 

= & 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED Je] | 8. DATE OF BIRTH 9. AGE nascar EUNDER 1 YEAR] IF UNDER 24 HRS. 
z HH Da: H Min. 
2 * Male Negro wivowep (] pivorceo [] 10-10-1916 ays eo ee a 
= oe 7 10a. USUAL OCCUPATION (Give kind of wark dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHATCOUNTRY? 

5 € 

3 ss during most of working life, even if reticed) a Lpctiah O65 oki 

3 ot Construction worker kemmington, Virginia 2SeAe 

3 £5 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

3 2 I George ». ‘thomas Mary Sayles 

ee 3 . WAS: Se eeRrO re U.S. Syee. FoRceas 16. SOCIAL SECURITY NO. INFORMANT Address 

= fat, 0, oF unknown! (if yes, give war or dales of service) 

& of No | Jackson ‘thomas - vatient 

Ps 

pe biaece 

3 8 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), and (c)-] INTERVAL BETWEEN 
=u — PART |. DEATH WAS CAUSED BY: + 1 1 

2 5 ; br DEAT MEDIATE CAUSE (o) Cardiovascular Sufficiency 

= = OO LX DUE TO 

= Conditions, if ony, which’ Cirrhosis of liver & Pulmonary tbc. with 

(b) 


couse (0), stating the under- 


gove rise ta immediote | O14 Pleurisy 
lying couse lost. o 


ADDRESS (Street, city or town, stote) 


Ae Aune — a Wars, t fa Henryton, maryland 
& 


PHYSICIAN'S it, 


Ra IANs ars M. Maculans, Supt. 


FS Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. Was ATORSY, 
S 

6 = ed yves(] No) 
= 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item TB.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, { 20F. (City or town) (County} (Stote} 
a Hour o.m. While Not while foctory, street, office bldg., etc.) | 

2 p.m. 19 lot work [7] ot work H 


an eee ee that | last saw the deceased 
? fram the causes and an the date stated abave. 


DATE SIGNED 


11-13-59 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 


Wc. NAME OF CEMETERY OR CREMATORY Zad. LOCATION (City, aay county) 


the registrar priar ta burial, crematian, er remaval, and in any event within 


may be retained by the haspital or attending physician. 
poge 3 shauld be detached fer use as the burial-transit permit. 


(Stote) 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and completely filled in by the funeral 


TO HOSPITAL MD reso PHYSICIAN: The law requires 


St. James B Bealeton, Va. 
24a, REG) 


BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 


18°59 CrAbun & Taek, 


= 
= 
2 

Ky 


thin 24 hours | a Page 4 


The law requires that the deoth certificate be executed wi 


the registrar prior to buriol, cremation, ar remaval, ond in any event within 72 hour 


may be retained by the haspital or attending physicion. 
poge 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL MB resioine PHYSICIAN 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
12455 CERTIFICATE OF DEATH onde 442 


Reg. Dist. No. 
hs Are age . pitt Wide (Where deceased lived. If institution: Residence before admission) 
°. TARYEAAO b. COUNTY j 
arro ounty | oe 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [IF outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give neorest town) 


Kes 1_year 6 m0, Yee Baltimore 5, Me ryland 9 Vo / - 4 


NAME OF HOSPITAL (IF not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
| $prigerieto Stato fee No 
3. NAME OF Middle Day Year 
DECEASED | OF 
(Type or print) Michael Trawinski. 19 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [“] |8- DATE OF BIRTH 9. AGE (In yeors [IF UNDER T YEAR]IF UNDER 24 HRS, 
lost birthdey) | Months Min. 
wivowen £-] DIVORCED [] yrs. 


12. CITIZEN OF WHAT COUNTRY? 
te 3. 


100, OCCUPATION (Give it of work m 10b. a OF BUSINESS OR INDUSTRY 11. Tames {Stote or foreign country) 


during most of working life, even if retired) 


14. MOTHER'S MAIDEN NAME 


16. SOCIAL SECURITY NO. arounatt & Address 
Records 
0205 a S nD 2 Md 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: rear 6 mo 
. 


IMMEDIATE CAUSE {0} 


— 
DUE TO 
Arteriosclerosis 
Conditions, if ony, which (o\_jekekerrteretereake Heart _Déseasea Years 
gove rise to immediote 
couse (a), stoting the under. ( OVE TO 
lying couse lost. ) 
5 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOFSY 
cs 
3 opie Brain Sy nasociete th_senility SE soe 
© [200. acchbENt WRSSONDERIYING LP iow RY GCCURRED. (Enter nolure of injury in P&tt 1 or Port Il of item 18.) 
& |OR CONTRIBUTING (1 CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
3 Nibor “ese > [While ‘Not Shite foctory, street, office bldg., etc.) | 
= pom i lot work [[] of work , 
21. 1 certify that | attended the deceased fram. foe} 5 8 -———-» TSE, Naat 99 -Ao- 5 , 1959, that | last saw the deceased 
alive an_____ 33-=2}--—=------- 12 59- -, and that death accurred atj.g96—.M, fram the causes and an the date stated abave. 


CG ADDRESS (Street, city or town, stote) DATE SIGNED 
ite Gane LOYo So 
®D 


: MD. Fran®esco M@gro MW. D 
enaciws  _daaaier sexeynenest 


‘Zo. BURIAL, gee ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) {(stote) 
REMOVAL (Speci ‘ 
parted 11-24-1959 Holy Bodary <Ceme 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qda. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ank Gvach & Son, 900 Ns Chester St. Balto,.5 |o MOV 2359 aiden Have 


a death. Page 4 


Poges 1 and 2 should be-filed with 


3 ofter deoth. 


Then please remove carbon papers. 


| or offending physician. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


the registrar priar ta burial, crematian, or remaval, ond in any event within 72 


page 3 should be detached for use as the burial-transit permit. 


MARYLAND STATE PEPARTIMENT OF HEALTH—BALTIMORE, 18 


tem 1 FilmG Te OF 244: 
CERTIFICATE OF DEATH Lids e: 2443 
a RUACE crpae( a) . 4 ae RESIDENCE (Where deceased lived. If institution: Residence before admission) 
“Carroll MARYLAND Maryland b-COUNTY Baltimore 97 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
rung ee give nearest aaa | Bal tim oy 
Y_10M 1D ore a eee 
d page How (If nat in hospital. give street address) d. STREET ADDRESS e. 1S wre 4 
Spring field State Hospital 5800 Walter Av.,Baltimore 6 ,Mde ves [] NO 
3.N. Se : First Y ae Lost a 4 eye Month Day Year 
(Type or prin! 2 Emma Bertha Stiwm Von Busseniug beam Nov. Vy 19 59 


5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


\ lair ' 
F W wioowen PQ} pivorceo 3213-80 Wg gil 
1a, USUAL OCCUPATION ies kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
ressmaker Clothing Germany eS-A, naturalize 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
unknown unknown 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
(Yes, no, or unknown) Ait yas, give war or dates of service) i 
| no None Springfield State Hospital 
18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (c).} INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: eum nia 
= IMMEDIATE CAUSE (6) Bronchopneumo' 
U3YS DUE TO 
Condttigns, iP ony). which w____ Chronic Congestive Heart Failure 
gove rise to immediote 
couse (a), stating the under- ( OVE TO 
lying couse last, (e) 
ra Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. ee 4 
5 Chronic Brain Syndrome Associated with Arteriosclerosis yes) NOE 
© 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
o& JOR CONTRIBUTING [J CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
on 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (Stote) 
B Hour a.m. While Not while foctory, street, office bidg., etc.) | 
= p.m. 19 lot wark [1] ot work CJ i 
: =13=50 IT—1h=59 
21. | certify that 4 ots pst the Aeceased fram._ SPs a ., 19.__,that | last saw the deceased 
alive an eo) 2) eee , and that death accurred at_= SR Aes, the causes and an the date stated abave. 
A Vy ADDRESS (Street, city or town, stote) DATE SIGNED. 
ACTUAL Moe wo. Springfield State Hospital 11.14.59 
7/ "a bykesville Na, 
PHYSICIAN’ 
NAME (Type) 0 io RS oe Se en 2 ee ee ee Ly 
220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY. 72d. LOCATION (City, town, or county) (State) 


yr MOVAL (Specify) 


2B, FUNERAL OVFECTOR'S SfGNATURE ADDRESS Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
fru, o We Lh pate NOV 1 7 '59 then £ FG 
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1éd with 
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Then please remave carbon papers. Pages 1 and 2 should be 


page 3 shauld be detached for use os the burial-transit permit. 


ter death. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 


> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


12444 


Reg. Dist. No. 


12457 


1. PLACE OF DEATH 
a. COUNTY 
Brro MARYLAND 
b. CITY OR TOWN (If autside carporate limits, write 
RURAL and give neores! town) 


¢. LENGTH OF STAY IN Ib 


aneytown 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmissian) 
b. COUNTY 
Maryland 
c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 


d. NAME OF HOSPITAL (If nat in haspital, give street address} 
OR INSTITUTION 


e. 1S RESIDENCE 
ON A FARM? 


~ 
Gi STREET ADDRES 


ves Q]_No $I 


|. NAME OF 
DECEASED 
(Type or print) 


First Middle 
Edna Jane 


Year 


5. SEX 6. COLOR OR RACE \ MARRIED Gg] NEVER MARRIED [J 


emale White wiboweD [] Divorced [] 


B. DATE OF BIRTH 9. AGE (In yeors 


ast birthday} 
yrs. 


Va. USUAL OCCUPATION (Give kind of work dane 
during mast of warking life, even if reti 


ousewirte 


Own home 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (State or foreign country) 


Ma. 


12. CITIZEN OF WHAT COUNTRY? 


U.S Ae 


13. FATHER’S NAME 


Edward Carbaugh 


14, MOTHER’S MAIDEN NAME 


Hamnah Wantz 


15. WAS DECEASEDEVER IN U. S. ARMED Forces? 16. SOCIAL SECURITY NO. 


(Yes, no, oF unknown} (if yas, give wor or dates of rervice) 


No non 


INFORMANT 


Address 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), oF 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


INTERVAL BETWEEN 
ONSET AND DEATH 


tt Leia 


“sg O./ DUE TO G 


Canditians, if any, which (by 


gave rise ta immediate 


cause {0}, stating the under ( PUE TO 


g cause lost. ©) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ie See 


MED? 


YES ‘ No [) 


200, ACCIDENT WAS UNDERLYING £] 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il af item 1B.) 


20c. TIME OF INJURY = Manth, 
Hour a.m. 


pom. 
21. | certify that | attended the deceased fram. 


au. 


Day, 20d. INJURY OCCURRED 


While Nat while. 
jat wark [7] at wark 


Year 


MEDICAL CERTIFICATION, 


7 


alive an 


ACTUAL 
SIGNATURE 


20e. PLACE OF INJURY (Home, farm, | 20F. (City ar tawn} 
factary, street, affice bidg., etc. 1 


ry and that death accurred oy. 


s1_M 


T.H. Lege’ » M.D. 


PHYSICIAN'S 
NAME {Type}, 


{County) (State) 


rs 192Zthat 1 last saw the deceased 


2M, fram the causes and an the date stated abave. 
ADDRESS YStree!, city ar tawn, state} DATE SIGNED 
4 


-) 


MO. 4 Vidttedaa AZ Dang 


‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF 
REMOVAL (Specify) 


8 6/59 Baust 


‘22c, NAME OF CEMETERY OR CREMATORY 


22d. LOCATION (City, tawn, ar county) (State) 


2. ras DIRECTOR PEON deter Pre ‘yt / ADDRESS 
Ss R, On 


& yLown 


Zab. REGISTRAR'S SIGNATURE 
Ontlun §. 


24a, REC'D BY REGISTRAR 


oare NOV 1 8 '59 


cmt 


12458 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


12445 


during most of working life, even if retired) 


, <=aae Reg. Dist. No. 
£ > 
2 ae 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inition: Residence before admission) | 
2 £8 Mw “i Carroll MARYLAND faryland b. COUNTY 
, 2B 
= Be b. CITY OR TOWN {If outside corporote limits, write | c, LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
8 8 RURAL and give nearest town) 4 c , eo . 4 
set Tes . 368 days Baltimore SVol-¥ 
cs *4 23 ‘ |. NAME OF HOSPITAL [If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
=u fo) n 2 * oR ¢ INSTITUTION I as ON A FARM? 
BS 1) Henryton State Hospital 610 Jasper Street yes No 
2 
£5 3. NAME OF First Middle Lost 4. DATE Month Dey Yeor 
B- DECEASED. 2 F ‘a . co 
$ (Type or print) Dorothy laters DEATH ovember ul 19. 29 
> 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J |8. DATE OF BIRTH AGE Nisan IF UNDER 1 YEAR] IF UNDER 24 HRS. 
s jost bitthdoy) | Months] Doys Min. 
Fee ome Miseake ero winowep(} ——ovorceo tO] | June 14, 1924 35 ys. [ee 
— ‘e. 10a, USUAL OCCUPATION (Give kind of wark dane] 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a 
© 


= , ad Co ee 
None Mone Marylanc Dinah iow Ag 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Bi: E id oy "a 2 We ce 
g John Waters plla_ Hughes 
° 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
€ (Yes, no, of unknown) {IF yes, give war of dates of service) ‘ , 
: No 219-10-1404 Dorothy Water ~- Patient 
3 18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and (c}.] INTERVAL BETWEEN, 
ps PART I. DEATH WAS CAUSED BY: ee a bilateral cavitary pulmonar 
5 IMMEDIATE CAUSE fo) Sar advence ilateral ca ary Lr y 
= Gor» DUE TO 
Conditions, if ony, which w_Tuberculo aco] right 


gove rise to immediate 
couse (0), stoting the under- 
lying couse lost. 


oveto lobe resection 


(9_Cardiovascular Insufficiency 


Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa} | 19. Ne AUTOPSY 


Hour oo. m. 


p.m, 


While 


Not while 
19 Jot work 


‘ot work 


Zz 
9 
= 
< 
] 
= 
i 
Pa 
& 
uv 
< 
g 
a 
fel 
= 


Sve has a 
ACTUAL Pas ans A. ace - 


SIGNATURE. 


PHYSICIAN'S 
NAME {Type) 


Bdgars M. ns, M.D. 


See 
nla eos, , and that death accurred at_.2230 , fram the causes and an the date stated abave. 


ERFORMED? 
55 O noo 
20a. ACCIDENT WAS_UNDERLYING (} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port II of item 18.) 
OR CONTRIBUTING 2 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, { 20f. (City or town) (County) (State) 


foctory, street, office bldg., etc.) | 


29 


19.22%, toe per 1, 1929 that | last saw the deceased 


ADDRESS (Street, city ar tawn, stote) DATE SIGNED 


Henryto ital 


} 


fienryton, 


Zo. A 1, CREMATION, | 22b. DATE, “iis G 


OVAL (Specify) / / L 154 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 hours 


may be retained by the haspital or attending physician. 
page 3 should be detached far use os the burial-transit permit. 


2d. LOCATION {City, town, or county) 


TO HOSPITAL . PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


ADDRESS. 


db MIF 


123. FUNERAL DIRECTOR'S SIGNATORE 
U/ V4 Vig 
YL» 


& 
> 
a 
cs 


ACH Lbs 


a 
= 
= 
8 


cu 


—— NAME OF CEMETERY OR CREMATORY 
Wey! hepipr CELT | Phe; 


[24b. REGISTRAR’S SIGNATURE 


Onthur £ Faun. 


2da. REC'D BY REGISTRAR 


Nov.4 '59 


DATE 


“. 


6 death. Poge 4 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and completely filled in by the funeral direct 


Poges | ond 2 shauld be filed 
Q 


Then please remove carbon papers. 


tronsit permit. 
the registrar prior to burial, crematian, or removol, and in ony event within 72 haurs ofter death. 


moy be retained by the hospital or attending physician. 


TO HOSPITAL Darsesoinc PHYSICIAN: The low requires thot the death certificate be executed within 24 hour 
page 3 should be detached far use as the buri 


ga 
=> 
$¢ 
on 


ts 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 44 A 6 
12459 CERTIFICATE OF DEATH 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& MARYLAND SETA be COUNTY v 
Carroll Maryland Balto.City 
b. CITY OR TOWN (lf outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 5 
Syke sville S_ 8mos » 1 Ss Baltimore 2 Vat. tf 
|. NAME OF HOSPITAL {If not in hospito!, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 


+ oR INSTITUTION 600 Fairview Ave. ON A FARM? 


d State Hospital 


3. NAME OF First Middle 
DECEASED 


(Type or print) 


Lost 


Mary Theresa Weber 
5. SEX 6, COLOR OR RACE |7. MARRIED[] NEVER MARRIED B. DATE OF BIRTH 


Female White wiooweo[]__owvorcto | June 2, 1876 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 
during mas! of working life, even if retired) 


4. DATE Month 


Seat November 23 19 59 


9. AGE {In years [IF UNDE 
fos! birthdoy) 


83. ys. 


11. BIRTHPLACE (State or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


Sewing plant ;housework - Maryland U.S,Ay 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Frank J. Weber Annie Elliott 
5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 
{¥e, no, oF unknown) [UF yes, give wor or dates of service) 
No | - Springfield Hospital Records: 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and (¢)-] INTERVAL BETWEEN 
po PARTI: DEATH MEDIATE CAUSE (a Bronchopneumonia Days: 
ai . DUE TO 
Conditions, if ony, which w__Congestive heart failure Two weeks: 


gave rise to immediote 
couse (0), stoting the under: ( OVE TO 


lying couse last. __Arteriosclerotic cardiovascular disease Years 
Paar Il, OTHER SIGNIFICANT eres CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 


4 PERFORMED? 
Dementia praecox (schizophrenia) ves] NOX] 
20a. ACCIDENT WAS UNDERLYING 0 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of items 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED 


Hour o. m, While Not while 
at work [7] at work 1 


21. | certify that | attended the deceased from.._March 7, __, 1f5__, to November 23,19 59hat | last saw the deceased 
November __ Ph... 19.59 _, and that death accurred ot L:4OAm, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote] DATE SIGNED 
SIGNAT} 
‘a 
PHYSICIAN'S, 


mo. Springfield State Hospital __ 11/23/59 __ 
NAME (Type) 


‘Zo. BURIAL, CREMATI 
ore (Specify) 


20e. PLACE OF INJURY (Home, farm, 120%. (City or town) (County) (State) 
foctory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION 


Tc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) {State} 


Druid Ridge os Pikesville, Md. 
U) bi DIRECTOR'S hi ADDRESS. 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
le Lihrrrthoce fd tJo Gute Pablitonti0V 2 459 


ION, | 22b. DATE THEREOF 


Sg 


death: Page 4 


that the death certificate be executed within 24 hours 
Then please remove carbon papers. 


ires 


sician. 


ENDING PHYSICIAN: The low requ 
the hospital ar attending phy: 


2 


may be retoine 
the registrar priar ta burial, cremation, ar remava!, and in any event within 72 hours after eat 


page 3 shauld be detached far use as the burial-transit permit. 
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TO HOSPITAL 


VS AIS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 D) 4 47 
12460 CERTIFICATE OF DEATH Reet . 


ae Ce oe a. fe ota eshibeed (Where deceased lived. {f institution: Residence before admission) 
Carroll ‘s Maryland b COUNTY Car TOA 
b. CITY OR TOWN (If outside. i limits, write] ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN ([f outside corporote limits, write RURAL and give nearest town) 


rurei--Woodbine Life x Tural--Woodbine 


d. NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


yes [1] no BM 


3. NAME OF First Middl lost 4. DATE i Y 
NAME OF irs iddle Month Day ‘eor 


agen CHARLES WELSH Beam NOV. 12, 1999 


5. SEX 6. COLOR OR RACE |7. MARRIED [AE NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (yee iF UNDER } YEAR| IF UNDER 24 HRS. 
a: joy) | Months] Day rm Min. 
male white |woownl) oworet) | $-5=1892 oe s] Days | Hours | Min 


Wa. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 32. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
e ed watéhman |Md, S.R.C. Maryland U.S. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Nimrod Welsh Betty ?? 


yo WAS DECEASED on ‘U.S. ARMED hacer 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fas. #0, OF unknown) {Ht yes, give wor of dates of tervice! 
no | --- Mrs. Martha M. Welsh, same 


18. CAUSE OF DEATH [Enter anly one cause per line for (a). yy \ r INTERVAL BETWEE. 
\ ONSET AND DE 


PART I. BeAr WAS CAUSED BY: 
e IMMEDIATE CAUSE (0). 


DUE TO 
Canditions, if ony, which 


gove rise ta immediate 
cause (0), stoting the under- ( OUE ms 
tying couse last. te). 
Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOAJEATH BUT NOT RELATED JO THE JERMINAL DISEASE CONDITION GIVEN IN PARY I{o)|19. WAS AUTORSY 
Cf, 
UA AAUAZAA LA th EtApiet-2 yes [_No, 
200. ACCIDENT WAS_UNDERLYING C] Ob. DESCRIBE HOW INJURY OCCURRED (Enter noture af injury in Port | or Part 1! of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH — 
{IF EITHER, NOTIFY MEDICAL EXAMINER) go 
en 
20c, TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120. (City or town) {County} “——- (Stote) 
Hour 9. m. AS While Nol while factory, street, office bldg. etc.) | > 
p.m. Ye jot work [7] of work [J 


ras 
21. 1 certify that | ottended the deceased from 220Z— 2 _ ele , 19-22. that | last saw the deceased 
and that deoth occurred WAZO/ A rom the causes ond on the date stated above. 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR 


Naweiye MORRELL N,. MASTIN 


‘2b, DATE THEREOF ‘We. NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, town, or county) (Stote 
y) hy 
BURIAL’ | 11-15-1959|Winfield Church of God Carroll Co.,Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


C. M. Waltz, Winfield, Md. paeNOV 1 6 '59 ak Poe 


st 


A 


7. 


ory, please exe 
Poge 4 should be 


ress 


Ss 


If any del 
File poges 1 and 2 with the registror prior to buriol, cremotion, 


in 24 hours ofter death 
g with form PM3. Poge 5 may be retoined for your 


te should be executed wi 


Page 3 should be used os a buriol-transit permit. 


writing the word “pending 


CAL EXAMINER: This certifi 
forworded to the Chief Medical Exominer’s Office alon: 


‘ate, 


@ 


TO FUNERAL DIRECTOR: 
or removol. 


TO DEPUTY 
cute the cer 


‘VS. AISME(S) 
5M 9/55 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 AP p> 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 12448 


ages Reg. Dist, No. 
1, PLAGE OF DEATH Lat 2. USUAL RESIDENCE (Where decoared lived. if institution: Residence before odmiuion) 
OUN ©. STATE b. COUNTY ! 
Carroll MARYLAND Maryland Baltimo 


b. CITY OR TOWN (tf ounide corporate limita, write RURAL peeraee «. CITY OR TOWN (IF oulside corporate limits, write RURAL ond give nearest a 
‘ond give neorest town) 
Sykesville Ovrs Od 3} onsyvi S O30 A-2 
“i " : IS RESIDENCE 
’ 5 d. STREET ADDRESS e On i FARM? 
LO] Frederick Road ves C]_ NOG 


3. NAME OF First Middle Lot 4 DATE Month Doy Year 


tease ‘or print) Thomas: Novembe 9 0 

3 a (6. COLOR OR RACE |7- MARRIED fi] ae ‘MARRIED (| 8. wnt OF BIRTH * Sear tnzron[IFUNDER TYEARL IF ia 2 Hs. 
mi 
Tiihy  |woMn. secon beatae * em] oon | 


40g, USUAL OCCUPATION (Give kind of work done] 105. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State of Foreign country) 2. CITIZEN OF WHAT COUNTRY? 
of working life, even if relired) 


cnown - Unknown U.S.A 

13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Unknown Unknown 
15. WAS DECEASED EVER IN U.S. ARMED es 16. SOCIAL SECURITY NO. | 17. INFORMANT Address. 
ie no, oF unknown} (Ht yes, give war or dates of servics] 

NO = o 5; 
18. CAUSE OF DEATH [Enter only one cause per line for {o}. (b), and (c).] INTERVAL RETWEENY 
PART I. DEATH WAS CAUSED BY: 7 
4 IMMEDIATE CAUSE (a) broncnonneumonis D ys 
YY , DUE TO 

Conditions, if any, which rs 

gove to immediate coute 

{o}, stoting the underlying( DUE TO 

cause lost. (5) 
g PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERR faated ies ere IN PART Va)] 19. Ae Mek useld 
5 Psychosis with syphilitic meningoencephalitis. eo yes] NO 
= ‘200. EXTERNAL CAUSE WAS. 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or rar tl of item 18.) 
& | PRIMARY [J or CONTRIBUTING 1) 
i | CAUSE OF DEATH. 
2 = 
& | 20c. TIME OF INJURY = Month, Day, Yeor —{20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20. (City or town) (County) {Stole} 
ray Hour 9. m. While Not while foctory, street, office bldg., ca, 
= p.m. 19 at work [] at work [7] 


21. U certify that | taak charge of the remains described abave, held an Autapsy i Inspection KK], Inquiry RL. and find that 


death resu from: Natural causes [3 Accident [], Suicide [], Hamicide [. Undetermined cause (J. 
eae ton wp, CHIEF MEDICAL EXAMINER [1] bea adh) 
ASSISTANT MEDICAL EXAMINER [7] 
BR fF, dames T, Marsh, M.De DEPUTY MEDICAL EXAMINER fi] 11/10/59 
No. L eee 2b. DATE TRS 9 Re. SAME OF FENES GN -OR SRS TO Ex Oc JODGity= Town, of county) (Stote) 
Sey PIES LULL VO CG rx2 hry ftv, of\ FRAMING of 


‘24a. REC'D BY REGISTRAR | 24b. REGISYRAR'S STONATORE 
vate NOV 1 3°59 es g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
\ 12462 CERTIFICATE OF DEATH a wR 


= 


12449 


/ 


1. PLACE OF DEATH 2. USUAL peace (Where deceosed lived. If institution: Residence before admission) 
9. COUNTY 9. STA’ b. COUNTY 


MARYLAND 
Carroll H Maryland Gt gomery __ 7 
b. CITY OR TOWN (If outside corporate limits, write LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL and give nearest town) 


kesy mo, - 19 days Silver Spring 45 = ~. 


d. NAME OF HOSPITAL (iF nat in hospital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
é OR INSTITUTION ON A FARM? 


6. death. Page 4 


Pages 1 and 2 should be filed with 


5 
Fy 
& 
3 
° 
2 
¢ pringfield State Hospite Washington Ave. Me) Os 
2 = 3. NAME OF First Middle lost 4. DATE Month Day Year 
ae 2 
aS Sige pee Id Cohen Witkowski cael 11 13 1959 
Eos S. SEX 6. COLOR OR RACE | 7. MARRIED [J NEVER MARRIED [_] | 8. DATE OF BIRTH 9, AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
oe lost birthday) [Months] Days | Hours 
3 23 female white WIDOWED [} Divorced [} 64 yn. 
2 ek 10a, USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHATCOUNTRY? 
g 8 3 during mast of working life, even if retired) 
$ 2 ag | sewife none District of Colugbia USA 
3 eZ s 13. Panis NAME 14, MOTHER'S MAIDEN NAME 
© ©8 
8 fees Max Cohen Fanny Brodsky 
MEA Oko. 1S, WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NO. | INFORMANT Address 
S o & ‘aj (Yes, no, or unknown) (yeu. give wor or dales of service) 
BAS 7232. d_State Hosp. Sykesville ,Md, 
oS 28: 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), ond (c)-] INTERVAL BETWEEN 
8 S22 ONSET AND DEATH 
3 z PART |. DEATH WAS CAUSED BY: 
Seles 3 IMMEDIATE CAUSE (0). years 
5 ere 356.0 DUE TO 
aESeES Conditions, if any, which »._Arteriosclerotic Heart Disease years 
$ ZeEo gove rise to immediote 
0 6 8.6 couse (a), stating the ynder- (OVE TO 
g é % 5 z lying couse lost. te) 
zo eo z Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}/19. tae AUTOPSY 
ORBES 9 aS a ERFORMED? 
2 fe fe 
geige $ CBS associated with senile brain disease?? SO) NOD 
Ls ee on? = | 20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part II of item 18.) 
@ He iE 
gseet & | OR CONTRIBUTING C] CAUSE OF DEATH 
< SL o G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 S38 5 3s TIME OF Roe Month, Doy, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Hame, farm, a (City of tawn) (County) (Stote) 
S5 les 3 Have While Nat while foctory, street, office bldg., etc.) 
zpErPE 3 5 19 Jot work (] ot work (J) 
oF,es 3 
z $25 = 21. 1 certify that | attended the deceased fram._____! 6/25/59__, 19 ——s ’ a 13 (59,19 19.__,that | last saw the deceased 
ord 2.9 - 
Zz 2g 83 alive an__ _-.211/13/59__, Li: sae , and that death accurred a3 30pm, fram the causes and on the date stated abave, 
F=045 ADDRESS (Street, city or town, stote) DATE SIGNED 
a ee 
Si ee ACTUAL " C 
pues BAe [Mou etreo LF a ia | ee, Soe St oe Ee o 
faze / 
28425 ' PHYSICIAN'S 
£2228 NAME (Typ) ___ Francesco Magro, M.D.  — S Sykesville, Maryland 
ae 3 2 2 22a. BURIAL, B TOK, 2b. DATE THEREOF ‘We. NAME OF CEMETERY OR-CREMATORY 22d. LOCATION (City, town, or caunty) oa 
D MOVA od, 
of oet Boer aL. (Nov, iWG| KING DAVID MENGMIN FALLS CH CH 
- » 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC’ N BY BT B89 ‘2d. REGISTRAR'S SIGNATURE . 
VS AIS (4) ; os -,_ ft a lan 
NSH oT BOANEDASK Yt Sots - 3861 ORF VIC DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, nana be 0 


"5D ee EXAMINER’S CERTIFICATE OF DEATH 


2. USUAL RESIDENCE (Where deceesed lived, If institution: haa ees ‘before ane 


1, 


FOR STATE 
BEIM DE 


1, PLACEOF DEATH 


e. COUNTY e. STATE b, COUNTY 

33 Carroll ____ MARYLAND Maryland Carroll 
= b. CITY OR TOWN (if outside corporete limiis, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporaie limits, wrile RURAL and give nearest town] 
s write RURAL end give neerest town) 4 ce 
ae= 
Sey |. _____ Westminster al Westminster ae 
ty oO d, NAME OF HOSPITAL OR INSTITUTION {if no! in hospital, give street eddress) d. STREET ADDRESS e. 1S RESIDENCE 
oe ON A FARM? 

a 
Be re ali ro - Lves(] no[] 
= 3 . NAME OF 7 First “Middle ; ‘Last "| 4. DATE Month Day “Yeer 

“a oe OF 

“3 eee Vo <tr S = BRIAN (__ YINGLING ida November 22 1959 

= 5. SEX 6. COLOR OR RACE mARRIBo | NBver MarnieD [7] | B- DATE OF BIRTH “1/9. poelinises IE UNDER TY IF UNDER 24 HRS, 

: Months( Days “Hours Min. 
A“ ph Male — White wipoweD [_] Divorced [_} Ogt 25,3959 Jas Sree 7; f if 
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. APL {Siaté of foreign country) 2, CITIZEN OF WHAT COUNTRY? 


| Examiner's Office elong with form PM3. Page 5 may be reta’ 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pag® 


done during most of working life, even if retired) 


= = ae Hanover, Penna 
4 Te cateN Tier 


13. FATHER’S NAME 


Marie Stonesifer 


17. INFORMANT Address 


__ Mr, Arthur Yingling _as_above 
INTERVAL BETWEEN 
ONSET AND DEATH 


___Arthu gli i A = 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


{Yes, no, or unkown) | (Ifyesgive warordates of service) 


| 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] 
PART |, DEATH WAS CAUSED BY: 


t IMMEDIATE CAUSE (e)____- Pneumonia = .™ = 
GILT DUE TO Cellulitis of Abdominal. Wall. 


Conditions, if eny, which (b) 
gave rise to Immediate ceuse 

(e), steting tha underlying ¢ DUETO 
couse lest, {co} 


~ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE C “CONDITION ¢ GIVEN IN PART 1( 


/19. WAS AUTOPSY — 
PERFORMED? 


| ves I No CL 


2Da. EXTERNAL CAUSE WAS —__—_—|-2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 1B.) 


z 

6 

3 

& 

© | PRIMARY (J or CONTRIBUTING L] 
0 | CAUSE OF DEATH. 

& | 20c. TIME OF INJURY Month, Day, Year 
3 Hour .m. 

= p.m. 1” 


2Dd. INJURY OCCURRED 


While Not While 
et work ‘et work 


2De. PLACE OF INJURY (Home, ferm, | 2Df. {City or town) _ ~ (County) (State) 
factory, street, office bdg., etc.) | 


! 
bd above, held an Autopsy fx]. Inspection (et Inquiry f 


(er Suicide { , Homicide fim Undetermined manner tJ 


CHIEF MEDICAL EXAMINER | 


21. I certify that | took charge of the remains de: 
Natural causes ix}. Ai 


and in my opinion 
death resulted from: 


ACTUAL 
SIGNATURE Ma. ASSISTANT MEDICAL EXAMINER [Xl] DATE SIGNED 
2) EXAMINER'S DEPUTY MEDICAL EXAMINER [_] 1 /2 3 /39 


NAME (Type) Charles S, Petty, An Address (Street, city, town, of county) 


22s, BURIAL, CREMATION,| 22b, DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) — 


REMOVAL (Specify) 
11/25/59 Pleasant Valley Pleasant Valley Md. 


Burial 
ADDRESS: 4e. REC’D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ERAL DIRECT: 
with Jumarvat Ott re Libs Lriry) _ NOV 2 4 '52 Cnitan SL Pnsnhs 


please execute the certificate, writing the word “pending” in pencil in ltem 18. Give Pages 1, 2, end 3 to the funeral director. Pag 


or its designated agent, prior fo burial, cremation, or removal, end in any event 


4 should be forwarded to the Chief Medi 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If eny delay is necessary, 


